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= HE suffering caused to woman by disease consequent upon her child-bearing 

function, and upon its mismanagement through ignorance and folly, cannot 
be estimated by any appeal to the bills of mortality, but these do offer a means 
of comparison by which the value of our efforts to lighten this burden may be 
gauged ; they do help to indicate the relative importance of maternal deaths in 
the fields of public health and economics and to show the points of strain where 
help is most urgently required. Solution of the problem can only be sought 
through consultation among those active in the field. This is the purpose of the 
Maternal Mortality Enquiry in Manitoba, commenced in 1928 by Doctor E. W. 
Montgomery, then Minister of Health and Public Welfare. In this enquiry 
requests for further information are sent to all physicians who certify the death 
of a woman to be associated with pregnancy, and advice is sought especially 
concerning the steps which might be taken to avoid such a death. 

The form of questionnaire submitted to the practitioners was presented in 
this journal in March, 1934 (1). The practitioner frequently supplements the 
formal report with a commentary which is highly appreciated and of substantial 
value. Replies have been received to 90 per cent of the requests and the response 
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shows a steady increase. The Division of Statistics of the Manitoba Department 
of Health and Public Welfare forms the central point for the gathering of these 
reports ; there they are studied under the guidance of a small committee composed 
of members of the Manitoba Medical Association. 

The information secured during the first five-year period, 1928-1932, was 
analysed and published by Jackson, Defries and Sellers in 1934 (1). The returns 
for the period 1933-1937 have been analysed by the Division of Child and 
Maternal Hygiene of the Federal Department of Pensions and National Health 
under the direction of Doctor Couture and it is largely upon this analysis that 
the following report has been based. 

Table I gives a summary of maternal mortality for the period 1933-1937 
compared with 1928-1932. 


TABLE I 
MATERNAL MortTALItTy, MANITOBA, 1933-1937 


Survey Findings Dominion Bureau of 
Live - Statistics Returns 
Births oa —| 


Chex |  Ratet Deaths |  Ratet 





or 


71,651 | 364 


383 


or 


13,304 | 54 
13,310 | 54 
13,335 | 56 
12,855 | 74 
12,888 


54 
51 
56 
70 


PURO ENO! oossnce css 65,692 286 








ple] Rober 
> - he Ore CO 


1928-1937 137,343 669 








TRate per 1,000 live births. 


During the years 1933 to 1937 the Enquiry accredited 294 deaths to 
diseases of pregnancy, child-birth and the puerperal state (Class XI, numbers 
140 to 150, in the International List of the Causes of Death). During that time 
65,692 live births were recorded, giving a maternal mortality rate of 4.48 per 
thousand live births. This compared favourably with a rate of 5.08 for the 
period 1928-1932, when there were 71,651 live births and 364 maternal deaths. 
The number of deaths coded to Class XI for Manitoba during this period by the 
Dominion Bureau of Statistics was 286, giving a rate of 4.35 as compared with 
5.13 for Canada and 4.42 for the sister province of Saskatchewan. 

In addition, there were 6 deaths following criminal abortion which were 
coded to homicide and one death of an unmarried mother by suicide. Thirty-six 
other deaths occurred among women during pregnancy and the puerperium 
which were properly coded to non-puerperal causes, but there is no doubt that 
in some instances the strain of maternity played a part in the fatal issue. Nine 
of these deaths were attributed to tuberculosis, 9 to influenza and pneumonia, 4 
to cancer, 3 to diseases of the heart, and 3 to acute infectious diseases. 
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Relative Importance 


Some idea of the relative importance of puerperal disease as a cause of 
death is obtained from the finding that to it were attributed during the period 
under review one-tenth of all deaths among women in the child-bearing age- 
group, 15 to 50 years (table II). In the fruitful period between 20 and 40 
years, which provided 87 per cent of the births, approximately one death in six 
was due to puerperal causes and the number of deaths exceeded that due to any 
other cause except tuberculosis. 

Of the 294 mothers whose deaths were attributed to puerperal causes, 21 
were unmarried, and of the 6 whose death followed criminal abortion 3 were 


TABLE II 
DeaTHs AMONG WoMEN OF CHILD-BEARING AGES 
SELECTED CAUSES, MANITOBA, 1933-37 
(Dominion Bureau of Statistics Figures) 


Cause of Death | 15-19 20-29 | 30-39 | 40-49 | 1 | % Total 
| Deathst 





All Causes: 


ere 790 | 704 | 1,064 | 2,866 100 
eee 77 119 55 46 | 297 100 
White | 671 649 1,018 2,569 


Puerperal (Class X1);| 


All ¢ 124 110 33 286 
Indians a 4 26 


i 
White 117 29 260 


Tuberculosis: 


271 ¢ 619 
PD 6 cs cawees 16 99 224 
Whites 172 ¢ 395 





| | 26 2 | 444 
Heart Disease 13 38 | } 220 
Violent Deaths..... | a : : 154 

















tIn the age group 15-49 years. 


unmarried. Including these and the suicide already mentioned, the maternal 
mortality rate per thousand live births for unmarried women was 10.0 and, 
excluding these, 8.5, compared with 4.3 for married women. 

In association with the 294 maternal deaths there were 138 live births (96 
at full term, 25 premature, and 17 not stated), 31 stillbirths, 87 abortions, and 
in 25 cases there was no birth. Stillbirths numbered 1,732 during the period, 
so that the stillbirth maternal mortality rate was 17.9 while the live birth 
maternal mortality rate was 2.1. Stillbirths constituted 2.6 per cent of the total 
number of births. Illegitimate stillbirths numbered 96 or 3.8 per cent of the total 


illegitimate births, and stillbirths among married women 2.5 per cent of the total 
legitimate births. 


Parity 


Of 219 mothers for whom information on parity was given, 79 were 
recorded as pregnant for the first time, 48 for the second, 19 for the third, and 
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14 for the fourth. In 75 cases no data were given. In order to calculate specific 


rates for the various orders of parity, it is necessary to distribute those cases for 
which information on parity is lacking. On this basis, the death rate for primi- 


parae was 5.8 per thousand live births, and that for women pregnant a second 
time, 4.6 (table III). 


These figures agree more closely with those found in the Ontario Enquiry 
in 1933 (2) than with those given by the Manitoba Enquiry for 1928-1932, 
which were respectively 7.2 and 2.8. According to the figures for the period 
1933-1937, the third and fourth are the safest pregnancies, though those from 
seven up rank high. This is a departure from the usual experience and one that 
may be due to chance, as the numbers involved are relatively small. Data for 
the principal causes show (table IV) that the death rate for abortion was 


higher in the first pregnancies, and that for haemorrhage higher in the later 
pregnancies. 


TABLE III 


MATERNAL MORTALITY BY ORDER OF PREGNANCY—SELECTED CAUSESTt 
Manitoba, 1933-1937 


Orde ; Abortion | Haemorrhage| Septicaemiat | Toxaemias zy 
oi Fine: dive | (140-141) (144) (145) | (146-147) | ALL Causes 
: 3 irths | , | 


nancy — | } = bis 
Deaths |Rate |Deaths |Rate |Deaths |Rate |Deaths |Rate |Deaths [Rate 
Ist......| 17,963 26 4 11 0.6| 20 i. 
2nd......| 13,896 | 5 g 0.7 13 | 0. 
3rd-5th . .| 20,175 1 8 9 0.4 | 10 0. 
6th & over| 13,658 5 14 1.0 15 a 


os 22 : ) f 
| 0.9 19 i 5 
| 12 


1 | 5 10.4) 57 | 


+Deaths in which order of pregnancy not stated, redistributed. 
Exclusive of septic abortion. 


TABLE IV 


MATERNAL MORTALITY BY AGE—SELECTED CAUSESTf 
Manitoba, 1933-1937 


Abortion Haemorrhage| Septicaemiat| Toxaemias | 
Live (140-141) | (144) (145) | (146-147) | Att Causes 
Age Births |———— |—-—_|—___|_—_|— —— — —-——|——— 


Deaths |Rate |Deaths |Rate |Deaths |Rate |Deaths |Rate |Deaths \Rate 


Under 20.| 4,192 1.0 2 0.: 3 0 
20-24... .| 18,408 0.4 5 0. 9 | 0.% 
25-29... .) 18,457 ‘3 10 0.: 21 


1 

30-34... .| 12,625 ; 0.6 0. 1 
( 

] 


17 
43 
83 
64 


6 | 
12 | 
35-39....| 8,271 3 11.6 0. 2 


40-44....| 3,320 : 5 2 6 


16 


wNosoon 


45 and up. 389 2.6 2.6 1 2.6 


Under 25.) 22,600 0.: ‘ 0.! 
25-34... .| 31,082 8 0.¢ j Bs 
35 and up.| 11,980 8 1.: 3 0. 
Not stated 30 


-oO 


All Ages. .| 65,692 é 2.4 4 58 0.¢ 





+Deaths in which order of pregnancy not stated, redistributed. 
tExclusive of septic abortion. 
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Age as a Factor 


In accord with usual experience, the safest age for pregnant women was 
found to be the early twenties, the risk rising steadily with increasing age. The 
data are presented in table IV. 

The chances of survival of those under twenty were slightly better than for 
those in the second half of the third decade. In the Manitoba report for 1928- 
1932 and in the Ontario survey for 1933, the spread between the first and second 
half of the twenties did not appear. In the Ontario survey, the age group under 
twenty had the most favourable experience. Calculation of rates by quin- 
quennial age groups for the principal causes shows that the quinquennium 20-24 
years ranks lowest in all, except for the apparently chance figures for sepsis in 
the 35-39 group. There is a general tendency for the risk to increase with 
rising age. 

The distribution of the 294 deaths classed to puerperal causes during the 
survey period, by age and cause, is given in table V. 


TABLE V 
MATERNAL DEATHS BY AGE AND BY CAUSE 
Manitoba, 1933-1937 


Code No.t 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | Total | Per | Average 





























cent. = 

140 3 6 12 8 12 2 - 43 |14.5| 29.1 

141 1] 1 8 “ts 1 2 1 14 4.7} 30.7 

142 cc ae 2 2 1 a 1 9 | 3.0} 31.9 

143 wh 1 3 3 1 1 2 11 S.7 | a 

144 + 5 10 10 7 8 1 48 114.6) 33.8 

145 | 3 9 21 16 2 6 1 58 | 19.7 | 29.8 

146 | § 8 9 7 7 4 t | 4h )eT aes 

147 rg 4 7 2 sg 3 aa Va 5.7 | 28.9 

148 1 2 & 4) 6 3 - | @ OS Se 

149 1 2 *} te 3." 19 | 6.4} 31.7 

150 2 2 4 2 a 11 3.7 | 31.0 

MMR oy cae wis 17 43 83 64 | 45 35 7 (206 1 ae |} 
Per cent........ 15.8 |14.6 |28.2 |21.8 |15.3 {11.9 | 2.4 .. {100.0 





tSee Table IX for titles. 


These data, in conjunction with table IV, make the essential facts clear. 
Slightly more than one-third of all the deaths were attributed to sepsis (including 
septic abortion), one-fifth to toxaemias, and one-seventh to puerperal haemor- 
rhage. The variation by age among the chief causes has been referred to above. 
The average age of all women who bore live children was 27.8 years, while the 
average age of those who died through maternal causes was 31.1 years. 

Of the five years covered by this report, 1936 stands out prominently with 
74 maternal deaths and a rate of 5.7 per thousand live births, the highest since 
1929, when there were 93 deaths with a rate of 6.5. In both these years the 
influenza and pneumonia death rates were high and there seems to be some 
relationship between the deaths from these conditions and from maternal causes. 
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Season Variation in Mortality 


Analysis of the seasonal distribution of maternal deaths for the ten years 
1928-1937 shows the highest rate to have occurred in October and November 
and the lowest in July. The most fatal quarter of the year was the fourth, and 
then came the second, the third being the most favourable. Data by quarters 
for the period 1933-1937 are given in table VI. 

TABLE VI 
MATERNAL MORTALITY BY QUARTERS OF THE YEAR, CERTAIN SPECIFIC CAUSES 
Manitoba, 1933-1937 


oe Live | Abortion |Haemorrhage | Septicaemia | Toxaemias |ALL CAUsEs 


Births —— set cece cacenil sek ete 


|\Deaths |Rate |Deaths |Rate |Deaths |Rate |Deaths |Rate ‘Deaths [Rate 


Jan.-Mar.| 16,543 | 9 3 i Peet 17 .0 | ; 70 | 
Apr.-June| 16,595 | 21 3/ i a 2 tet 3 0} 7 | 
July-Sept.| 17,171 13 8} 10 6 10 | 0.6 5 10.9; 66 | 7 
Oct.-Dec. | 15,383 | 14 10 |0.7| 19 2 | .8{ 80 | 





Total... .| 65,692 57 : 43 | 0.7 58 





The septicaemia death rate was decidedly higher in the winter semester, 
October to March, than in the summer; that for toxaemia slightly higher in the 
summer months. Fatal abortions were most prevalent in the second trimester, 
lending perhaps some support to the suggestion that the privation of the winter 
months is conducive to this disaster, but the numbers are too small for any 


definite conclusion. 


Race 


Although the Indians form only 2 per cent of the population of Manitoba, 
their habits and conditions of life differ so greatly from those of the white race, 
and their death rates have such a decided and misleading influence on those 
quoted for the province, that rates for the white population should be considered 
separately. This is perhaps not so necessary in the study of maternal mortality 
as in infant mortality and deaths due to certain other causes, notably tuberculosis. 

Of the 294 maternal deaths during the 1933-1937 period, 26 were of 
Indian women on Reserves and 6 were of half-breeds. There were 3,624 births 
to Indian women, giving a maternal death rate of 7.2. There were comparatively 
few fatal abortions among the Indians, but the specific rate for each of the other 
three principal causes was high, particularly that for septicaemia. There were 
62,001 births to women of the white races, including those half-breeds not living 
on Reserves, and 268 maternal deaths, giving a group rate of 4.3 per thousand 
live births. Table VII presents the race differences recorded during the ten 
years 1928-1937. 

Among the white races there was wide divergence. The Dutch led, as 
they did in 1928-1932, with a rate of 1.87 per thousand live births. Not far 
behind were the Germans and the Belgians; and since the Germans in Manitoba 
are mostly of the Low German or northern stock, these races may well be taken 
to form a common group with a maternal mortality rate of 2.83. For the five 
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TABLE VII 


MATERNAL DEATHS BY RACIAL ORIGIN 
Manitoba, 1928-1937 


1933-1937 | 1928-1937 | ieee 
Racial origin — : death rate 
of mother 





by groups 
Births | Deaths | Ratet Births | Deaths | Ratet 1928-37 





) 
- 
i 
1 


7: 87 4,464 
4 ‘ 67 1,607 | 
2 5 2.24 | 13,713 


Belgian 
German 


’ 
’ 


Scandinavian 2,973 2 .03 6,341 | 
Polish 3,646 47 7,372 
Ukrainian 9,279 3.86 18,092 | 
Russian 1,113 5.39 3,836 
French 6,680 | 5 5.0! 13,415 | 
11,438 
; e 4. 16,613 
English-Welsh.......| 12,218 5. 28,197 
Austrian 5: : 3. 1,712 


Indian* 3,62 3 8.8: 5,702 


Others and not stated. 2,421 ‘ 5.36 4,841 





Total 65,692 137,343 





+Per 1,000 live births. 

*Includes half-breeds. 
years 1933-1937, the rate for the Scandinavian group was 4.03 but their previous 
favourable experience raised them above the Slavs for the decade. The latter in 
turn presented a better experience than the French and the British. 

One explanation for the high rate among the British may be found in their 
urbanization. According to the 1936 census, the British races in Manitoba had 
a 48 per cent rural population as compared with 70 per cent for the German, 
Dutch and Belgian, 69 per cent for the French, and 64 per cent for the Slavs. 

The mortality rate among British women was high both for abortions and 
for toxaemia of the nephritic type, the abortion rate being 3% times and the 
toxaemia rate 7 times that among the Germans, Dutch, and Belgians. 


Place of Residence 


The influence of urbanization on maternal mortality is a much debated 
question. In the cities are all the facilities for guidance through pregnancy, for 
efficient care during labour, and for supervision later; but the temptations that 
lead to folly are more obtrusive and the abortion rate is correspondingly high. 
Of the 57 deaths classed to abortion, 27 occurred among Winnipeg residents, 
giving that city a rate of 1.8 deaths from this cause for every thousand babies 
born alive, compared with 0.6 for the rest of the province. Of the 6 deaths 
following criminal abortion coded as homicide under rubric 175, 5 were of 
Winnipeg women. In the survey of the 1928-1932 period, the comparison of the 
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maternal mortality rates according to place of occurrence was favourable to the 
cities; a further analysis gave particularly high rates for towns of 1,000 and 
5,000 inhabitants. The crude figures for 1933-1937 yield a similar picture, but 
the attempt has been made to correct for residence and to eliminate the disturb- 
ing factor of the rates for Indians, and for those not resident in the province. 

For statistical purposes each of the Prairie Provinces is divided into census 
divisions. That part of Manitoba east of the Red River becomes Division I in 
the southern half, Division V in the northern; west of the Red River, Divisions 
II, III and IV run along the international border, with VI, VII and VIII north 
of this; Division IX is that north of Winnipeg and Division XII the interlake 
district; west of Lake Manitoba are Divisions X and XI and north of this 
XIII and XIV, while the district around Swan River is Division XV; all the 
land to the north is Division XVI. A map showing these divisions is inserted 
in the Vital Statistics Report for 1929 by the Dominion Bureau of Statistics. 
The number of births occurring in each division has been taken from the Annual 
Report of the Bureau of Statistics; the number by residence for 1936 from the 
Special Report recently published by that Bureau; the figures by residence for 
other years have been calculated from those by place of occurrence on the basis 
of the ratios that obtained in 1936; the figures for births to Winnipeg resi- 
dents have been adapted from the report of the city statistician, and for the other 
cities the figures used by the provincial office have been taken, with corrections 
for 1933 for non-resident births, as given in the Vital Statistics published by the 
Dominion. Towns of more than 1,000 population have been included in the 
Divisions to which they belong. The results of these calculations are presented 


in table VIII. 


The observed differences between various parts of the province are greater 









than between rural areas and the cities. Disregarding the northern expanse of 
Division XVI, the most favourable areas were the outlying districts occupied 
mainly by races other than the British, the central European of the northwest, 
the German-Dutch of the south, the French of the east, and the Scandinavian in 
the interlake area. It was the central part where the British races predominate 
that gave the higher rates. In this stretch, Divisions IX, VI, X, VII, III, XI, 
VIII and IV, there were 17,588 births and 88 maternal deaths, giving a maternal 
mortality rate of 5.0. 














The Main Causes of Maternal Deaths 





Of the various causes of maternal deaths that are coded in Class XI of the 
International List, abortion (Nos. 140, 141), haemorrhage (No. 144), sepsis 
(No. 145), and toxaemia (Nos. 146, 147), may be counted the big four. To 
them were attributed 216 or 73.4 per cent of the 294 deaths classed to maternal 
causes during the five years 1933-37. This compares with 274 deaths or 80 per 
cent of the total so assigned in 1928-1932. A comparison of the experience for 
the two surveys (1928-1932 and 1933-1937) is presented in table IX. 

Reduction was most marked in the number of deaths due to septicaemia 
(92-58) and to toxaemia (Nos. 102-58) ; the abortions fell from 62 to 43, but 
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TABLE VIII 


MATERNAL MORTALITY BY PLACE OF RESIDENCE 
Manitoba, 1933-1937 


Births Estimated | Maternal Deaths Death Rate* 


Division 14 
20 
11 
3 
12 
14 
6 
7 
XI ,05 18 
, 9 
XI ; 21 
XII 5 15 
XIII 
XIV 
XV 
XVI 


Division XVI: 


5 


> C9 at mt He > 00 61 09 0 GO BD OO OO 
Ltd RH OR WAUONINIO OH WAI 





Total Outside 


Ce NIN 
morn 


3,624 


Winnipeg 14,309 
St. Boniface 1,385 
Brandon 1,062 
Portage la Prairie aie 562 

Total Cities aaa 17,318 





cron mor 
OwWowh 





Manitoba Residents.............. 64,979 
INOU-IRCRIGIOUES, «kk occ cee csicccss 713 


on 


Total | 65,692 





*Per 1,000 live births. 


deaths due to haemorrhage rose from 33 to 43. There was also a notable 
increase in the number of deaths assigned to Other Accidents of Pregnancy 
(No. 143) and to Other Conditions of the Puerperal State (No. 150). 


Abortion 


Of the 57 fatal abortions recorded, 12 were in unmarried women, and 20 
were admittedly self-induced. There were a further 6 deaths following criminal 
abortion (classified under homicide), of which 3 were of unmarried women and 
5 of Winnipeg residents. 

Puerperal Sepsis 

Despite the fight that has been waged since the days of Oliver Wendell 
Holmes and Ignacz Semmelweis, despite the fresh advances that have been 
made of recent years, sepsis remains the chief single cause of death to our 
mothers. During the five years 1933-1937, 43 of the deaths due to sepsis were 
associated with abortion, 46 with live births, and 9 with stillbirths ; in two cases 
there was no birth and in one no information was available. These 101 deaths 
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TABLE IX 


MATERNAL DEATHS BY CAUSE 
Manitoba, 1928-1937 





| 















































| 1928-32 | 1993-37 1928-1937 
Code | Cause of Death | —- 
No. | | No. |Rate*| No. | Rate*| No. | Rate* % 
140 a| Abortion with septic conditions.| f-5 | 0.7 | 25\ 
b| Self-induced abortion (septic)..| (9 | %°* | 18/ | 0.7 9 | 0.7 14.1 
| j | | | 
141 a| Abortion, sepsis not mentioned . | | 12) | | 
bj Self-induced abortion without};10 | 0.1 | “5 10.2 | 2 | 0.2 3.5 
| mention of septic conditions... 2f 
CSO NANO 655s vo 6:a a eee ees 26 0.4 20 | 0.3 46 | 9-3 6.8) 
142 | Ectopic gestation............. | 144 |02 | 9 | 0.1 | 23 |0.2 3.3 
143 | Other accidents of pregnancy. .| | 11 10.2 | 11/01 1.5 
| | | 
144 a| Placenta praevia............. | [33 | 0.5 16\ | 
b| Other puerperal haemorrhages.| © 7 oe) | O48 76 «| 0.6 13.3 
145 a) Puerperal septicaemia......... | 92 |1.3 | 58 | 0.9 | 150 | 1.1 | 22.1 


146 Puerperal albuminuria and 
CRD 6 Ss saihamens ax as 84 1.2 41 |0.6 | 125 | 0.9 | 18.0 

















147 \Other toxaemias............... 13 {0.3 | 17 |0.3 | 35 | 0.3 5.1 
ROB) THCOMIDOSIS. 0.66 ka de cc cde cee J | 2 | 
ES AARNE NAINA a cass 0. 6 dime wei be mara’ 34 0.5 20+ | 0.4 | 62 0.5 9.1 
c| Sudden death \ 6) 
149 a| Caesarean section | | 9 | 
b| Dystocia > | 04 6 
c| Other instrumental deliveries ..| )“° ; 3 0.3 44 0.3 6.5 
d| Rupture of uterus ] | 
150 b} Other conditions............. 2 0.03 11 0.2 13 e. | 1.8 
175 | Criminal abortion............ 6 0.1 6 | 9:1 12 0.1 | 1.7 
Total—All Cases.......... 370 5.2 300 4.6 670 4.2 | 100.0 





*Per 1,000 live births. 


constitute more than a third of the deaths attributed to pregnancy and the 
puerperium. The difference between races shows no statistical significance. Of 
49 of whom the parity is recorded, 28 of those dying from puerperal septicaemia 
were in their first or second, and 21 in later pregnancies. Of 25 who died of 
septic abortion, 13 were in their first pregnancy and 12 were in later pregnancies. 
Deaths from sepsis show a tendency to increase with advancing years. More 
than one-third of the births were to mothers under the age of 25 and just one- 
fifth of the deaths due to septicaemia; a similar relationship holds in the deaths 
due to septic abortion. 





Deaths due to Deaths due to 

Births Sep. Abortion Puerp. Sepsis 

Under 25 22,600 9 12 
25 and over 43,092 34 46 


The average age of those dying from sepsis was 29.8. 
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Information regarding the degree of medical attention was obtained in 48 
cases. Thirteen mothers were seen by the doctor before the advent of labour, 
20 received their first medical attention during labour, and 13 not until the 
labour was completed. In one case the patient was dead before the doctor 
arrived and in another no doctor -was called. Of those who did not call fhe 
doctor before the labour started, nearly all available information points to neglect 
or overwork during pregnancy. Of the 13 who had previous care 11 were 
confined in hospital, 5 gave a history of the presence of some septic condition in 
other parts of the body before the onset of labour; two had gross oedema and 
albuminuria, three had difficult labour in one of which Caesarean section had been 
obstinately refused ; two had passed completely through pregnancy and had had 
a normal delivery and no explanation of the source of the infection could be 
found; in one the infection was traced to marital intercourse 12 days after 
delivery. 

Under the nomenclature adopted by the International Conference at Paris 
in 1938, those conditions listed under No. 148 in the 1929 list are included with 
puerperal sepsis under the title “Infection during childbirth and puerperium”. 
These include (a) phlegmasia alba dolens and thrombosis, (b) embolism, (c) 
sudden death. Deaths classed to these causes in the five-year period 1933-1937 
numbered 28, 3 of which were under the age of 25 years. In some of these cases 
there was previous evidence of thrombosis in the veins of the pelvis and the 
lower limbs, but a number of deaths occurred without any previous warning at 
varying periods up to 14 days after the confinement. In all but 7 the death was 
ascribed to embolism of the heart and lungs, but in most cases the diagnosis was 
admittedly based on presumption. In 12 cases labour was normal and uncompli- 
cated, giving no sign of the fatality to ensue; in one of these phlebitis of the 
saphenous veins developed during the puerperium. In 2 cases the placenta had 
been removed manually, in one case there had been prolonged use of instru- 
ments; one mother died suddenly at the onset of labour, another in the third 
stage; in 3 cases there had been previous disease of the heart and in one lues 
and toxic adenoma of the thyroid. 


Puerperal Toxaemias 


It was in the deaths due to toxaemia that the greatest reduction occurred in 
the period 1933-1937 compared with the five years preceding. In 1933-1937, 41 
deaths were attributed to puerperal albuminuria and eclampsia. Of these, 19 
were under medical care before the onset of the terminal illness, 11 were seen by 
the doctor during the last illness, one was not seen until after death, and in 9 
there was some operative interference. In one instance the shock of the woman’s 
collapse so distressed the medical attendant that he committed suicide. One 
woman was confined in Saskatchewan and was not brought to hospital at St. 
Boniface until 18 days after her delivery. In 15 cases, signs of toxaemia, 
albuminuria, oedema and rise in blood pressure forewarned the physician of the 
danger but in nearly all cases only two or three days before the fatal issue; in 5 
cases the death was sudden; nephritis was found at autopsy in some cases but 
in the others the diagnosis was presumed as probable; in 7 cases the women 
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had been ill previously but medical aid had not been sought until the patient was 
in extremis; in one the symptoms appeared at the end of the second stage and 
in another not until after the labour was completed. Of the children, 12 were 
born alive. 

Seventeen women died of toxaemia other than eclamptic; 8 of them had 
pernicious vomiting, in 5 it is stated that abortion had been induced for thera- 
peutic purposes. There were 3 live births. 

The average age of those dying of eclampsia was 29, that of those dying of 
other toxaemias 28. Of the 33 eclamptics of whom the parity is known 13 were 
primiparae, 5 in the second pregnancy, and of the 17 dying of other forms of 
toxaemia 4 were primiparae and 7 in their second pregnancy. 


Puerperal Haemorrhage 


While the deaths due to sepsis and toxaemia were decidedly fewer in 
number than in the previous years, those due to haemorrhage showed an increase, 
though not to a statistically significant degree. The rate due to this cause was 
0.46 per thousand live births in 1928-1932, 0.65 in 1933-1937 and 0.67 in 1938. 
Of the 43 deaths due to haemorrhage that occurred in 1933-1937 16 were 
ascribed to placenta praevia, 27 to other causes ; adherent placenta was mentioned 
in 7 cases, inertia of the uterine muscle in 3, injury or strain during pregnancy 
in 4, attempted abortion in one and pernicious anaemia in one. 

Of the 27 women who lost their lives through haemorrhage other than 
placenta praevia, 16 were delivered of live children, 6 had stillborn offspring, in 
2 cases there was no birth, and for 3 there was no information. Fourteen of the 
women had medical attendance during labour and of these 8 were in hospital ; 
5 were not seen by the doctor until after death and one only when moribund, in 
6 cases there was no information, and in one no doctor was called. Seven 
received full prenatal care, 3 were seen by the doctor once during pregnancy and 
2 were under the care of a nurse; 9 received no care. Deaths from this cause 
occurred at all ages from 18 to 45, the average being 30 compared with that for 
all maternal deaths of 31.1. The incidence was very low in the summer months, 
May to July having only 3 deaths. 

Of women who died from placenta praevia the average age was 34.3, and the 
deaths showed some tendency to congregate around the quarter, March to May. 
There were 7 live births, 7 stillbirths and for 2 there was no information. Only 
3 of the women had received full prenatal care though in most cases there had 
been bleeding during pregnancy. AH but one became emergencies when bleeding 
commenced at the onset of labour; the one exception underwent a Caesarean 
operation at 74% months, and had a living child but died. 


Hospitalization 


Rather more than half the births in Manitoba during the years 1933-1937 
occurred in hospital, 33,300. Excluding cases of abortion and those in which 
no birth occurred, there were 180 women who died and whose place of confine- 
ment is known. Ninety of these were confined in hospital, 90 at home. There 
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were in addition 5 hospital cases and 2 outside cases in which abortion occurred 
but death was assigned to some other cause and 6 hospital cases and 15 outside in 
which there was no birth. 

Of the 300 women whose deaths were attributed to maternal causes includ- 
ing the victims of criminal abortion, 101 died at home and 199 in hospital, but of 
these 170 had been admitted in emergency, and only 29 had made arrangements 
previously. Comparison between the rates for those confined at home and those 
in hospital must always allow not only for the large number of women admitted 
to hospital when the case is always desperate but also for those where admission 
has been arranged on account of foreseen difficulties. On the other hand, there 
is an increasing number of healthy women who prefer to be delivered in hospital ; 
the percentage of Manitoba live births occurring in hospital rose from 45.4 in 
1933 to 55.9 in 1937. 


Operative Assistance 


The returns show that in the cases that resulted fatally in the five years 
1933-1937 blood transfusion had been given on 10 occasions, Caesarean section 
performed on 15, instruments used on 48, the placenta manually removed in 10; 
there were 22 autopsies and 4 inquests. 

Delivery of the child by instruments was called for on 24 occasions to 
relieve the distress of the mother, on 5 on account of pelvic deformity, on 3 
because of a posterior occiput position, on 5 because of eclampsia, twice on 
account of hydrocephalus, once for foetal distress, once for haemorrhage due to 
placenta praevia, and in one case the reason was not given. 


Prenatal Care 


Improvement in prenatal care would seem to be indicated in the reduction 
of the mortality rate for puerperal septicaemia and the toxaemias, for it is in 
these conditions that one would expect to find any benefit reflected. The pro- 
portion of fatal cases that have received prenatal care was slightly higher in the 
years 1933-1937 than in the 1928-1932 period but not to a statistically significant 
degree. Of 189 mothers for whom the information was available, 49 had received 
prenatal care, and 41 had consulted the doctor at least once, but 99, or more than 
half, had not informed him before labour commenced ; in several cases the woman 
was dead or moribund before the doctor arrived. Seventy-three per cent of the 
women who died of puerperal haemorrhage, 83 per cent of those who died 
from puerperal sepsis, and 70 per cent of those who died from toxaemia had 
received practically no care before the confinement. 


Prevention 


Observations on the preventability of the death were received in 90 cases. 
In 81 the opinion was definitely stated that the death could have been avoided. 
In 50 cases the patient did not seek prenatal care; 13 of the mothers refused to 
follow the advice given; the need for nursing care was shown in 9 cases; several 
mentions were also made of economic difficulties. 
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Avoidable Causes 









Lack of ‘inadequacy Of aribetintal CAPO ...<.cccsissisisisesosacessccectcsassneeees 50 
Lack of cooperation of the patient or her friends «0.0... 9 
Unsatisfactory home conditions 12 
Lack or inadequacy of hospital or specialist's treatment ... 8 
Lack or inadequacy of obstetric facilities ................scsccscssssessseeeeees 3 
Poor general health and malnutrition 1 
Risk of pregnancy should not have been taken 3 
Patient refused hospital treatment ............ccssscscscsssceccscscscececessessees 3 
RICO T icosiere sree aoe nio ela reeaes 5 
Possible error in choice of treatment ............scccscecccsccsssecssesscssncees 5 


Opinions 


The opinions expressed by the medical practitioners deserve special notice 
and inspire action and investigation. Some of these are quoted: 


“Midwives attend considerably more cases than the doctor. This will not change until 
the older generation passes on.” 


“The ordinary woman without training is a danger.” 


“Foreign-born women can seemingly stand much more than those of Anglo-Saxon 
stock.” 


“The Federal Government does not encourage doctors to confine Indians on Reserves.” 

“I have made it a rule for the past 20 years to give free prenatal care and I am 
inclined to think that many women do not avail themselves of the service owing to economic 
conditions ; the cost of travelling and taking men away from work.” 

“Tf they had called me earlier, death might have been prevented. No excuse for not 
getting attention. but they have always done this. She had been having haemorrhages for 
about two months and had been bleeding for hours before I was called.” 


“Prenatal care, earlier admission to hospital, and post-graduate teaching of old timers 
would help to save such cases.” 


“The best solution of maternity problems is district nurses with special obstetrical 
training.” 


“Talks by health nurses are better than distributing health literature.” 


“The trained nurse in maternity work for the expectant mother and as an assistant 
to the doctor in country work is a visiting individual almost divine.” 


CONCLUSION 


The disaster caused by puerperal disease is largely a social and economic 
problem. Again and again the doctors attribute the deaths to inadequate 
facilities for treatment and care, to lack of trained nurses and small hospitals, to 
inability to pay the doctors’ bills, or to take off sufficient time to visit the doctor 
for prenatal examination even when this is offered free of charge. Ignorance of 
the value of prenatal examination, disregard of the obvious signs of disorder or 
disease, and suspicion of medical attention are contributory factors to the toll 
in life and health. 

Inadequate nutrition, whether due to ignorance or poverty, saps the strength 
and may tend to excessive postpartum haemorrhage, to abortion and to other 
conditions that endanger life. 


The prevalence of abortion in large cities points to a certain laxity in the 
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morals of sex life. Education in moral fortitude, in social responsibility, and in 
the physiology of sex must be imparted to the young through carefully chosen 
teachers. 

It would seem that the saving of our mothers lies mainly in the encourage- 
ment of the public to take more advantage of the assistance that is offered, and 
in making such assistance more available. The public health nurse has rendered 
valuable service to the welfare of the mothers of Manitoba and an appreciation of 
this should result in the extension of her activities, in a wider spread of her 
sphere of influence. ‘More nurses” is the constant cry of the rural areas. 

Death is not the only peril on the uncharted voyage of motherhood when 
taken without a pilot. Too often the mother becomes a chronic invalid after 
childbirth or her strength is severely sapped. Emphasis must therefore be laid 
on the importance of post-natal as well as prenatal care. 

The protection of our mothers must be the spearhead of our advance in 
health and public welfare, for, in Dame Campbell’s words, “Only upon a founda- 
tion of healthy, happy and contented motherhood can we hope to build up a 
nation sound in mind and body.” 
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Presidential Address to the Ontario 
Health Officers Association’ 


C. A. WARREN, M.D., D.P.H. 
Medical Officer of Health, York Township, Ontario 


I WISH to take this opportunity of expressing to you my appreciation of the 

honour you have done me in selecting me as your presiding officer for the 
past year. It has been a year of substantial progress and much satisfaction to 
me. I should like also to thank every member of the staff of the Provincial 
Department of Health for their ready co-operation at all times in making avail- 
able to us any assistance within their power to give. It has always been a real 
personal pleasure to be associated in any way with them and I know of no group 
of officials who take a greater interest in the progress of their department. 
Those in charge of the program for this conference have given it a great deal of 
consideration and the many addresses included in the proceedings will undoubt- 
edly serve as a real stimulus to greater effort. The provision for a session 
devoted to public health inspection services is a valuable addition, as the work 
of both the medical and veterinary professions is vitally concerned in public 
health activities. 

You will recall that Sir William Osler designated six stages in the develop- 
ment of preventive medicine. The first was that in which medicine emerged 
from magic and religion into an empirical art, as in Egypt and Babylon. This 
is the so-called primitive period. Later the natural character of diseases was 
recognized and the importance of its study as a phenomenon of nature was 
announced in Greece. The third stage is that in which the structure and func- 
tions of the human body were worked out by the anatomists, Vesalius and 
Harvey. The working out of the clinical and anatomical aspects by Morgagni, 
Sydenham and Hunter covered the period from 1600 to 1800. The nineteenth 
century was characterized by studies of the causes of disease by Pasteur, Koch 
and Lister. The sixth stage, into which we have entered and are making much 
progress, is the application of the acquired knowledge of the prevention of 
disease. 

The communicability of certain diseases was noted as early as 1348 when 
quarantine was established for incoming ships. In 1403 quarantine on land was 
established. During the “Black Death,” half of the population of England was 
destroyed. It was not until the latter half of the nineteenth century, however, 
that the modern public health movement developed in England. This develop- 
ment was stimulated by epidemics of cholera which began during the year 1832. 

May I here quote from a work on communicable disease, written in 1875, 
by Benjamin Ward Richardson, M.D., M.A., F.R.S., a Fellow of the Royal 
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College of Physicians; an Honorary Member of the American Philosophical 


Society ; and an Honorary Member of the Imperial Leopold Carolina Academy 
of the Natural Sciences. 


“Recently, speculation has run high on what has been called the ‘germ’ theory, which 
has supposed each specific poisonous article to be a living germ that can multiply in the 
affected body indefinitely. But no one has ever seen a germ, and no one has ventured to 
define between the germ of typhus, the germ of smallpox, or of any other specific disorder. 
Moreover, no one has ventured to explain why the living germs, having once commenced 
to propagate in the body, should not continue to propagate, until in every case they should 
kill their victim. For my part I can see no basis for the germ theory as applied to the 
spreading diseases, except a barren analogy that these diseases may originate like plants 
or animals. This argument, purely defensive, explains none of the manifold phenomena 
which mark the character and course of spreading disease.” 


And a second quotation from the same work: 

“T have called the diseases described in this chapter controllable. They are so; but 
they are not, as is vulgarly supposed, preventible. They are too closely dependent on 
refined changes in the chemical physics of living bodies to be suppressed altogether. But 
they may be kept within bounds, and as the mode of action of the poisons which excite them 
is better understood, they may all become curable.” 

Since the publication of these words, public health has had much to do with 
our individual lives as well as the future of our nation. The community does 
much in guarding against disease, but personal health depends upon the habits of 
life of the individual and this flourishes only as it is practised. We must 
remember that there is no difference between curative and preventive medicine. 
Preventive medicine has developed from the knowledge gained in the treatment 
of disease in the living animal body. 

Let us recall briefly some of the advances made in the control of com- 
municable diseases. 

In Ontario, as in other provinces, great progress has been made in the 
prevention of diphtheria. This in itself has been spectacular. So spectacular, 
indeed, that I fear the public at large, and possibly some members of our 
profession, take the absence of diphtheria for granted and are not giving 
sufficient attention to immunization. One cause of this I believe is indifference 
to the need for continuously stimulating the public as to the need and avail- 
ability of preventive measures. 

Advances have been made in the prevention and treatment of whooping 
cough—a significant cause of sickness and death. Here again the public will 
require to be stimulated and educated by members of our profession. We hope 
that, at an early date, scarlet fever will come under similar definite control. 

We all know the great strides made in the prevention of smallpox by 
vaccination since the days of Jenner. It remains to us to maintain this progress 
by urging, even more than we have in the past, vaccination of all infants. In a 
recent outbreak of smallpox nearly 50 per cent. of the patients died, and not 
one of these had been vaccinated. 

Progress in the care and prevention of tuberculosis is effectively indicated 
by the reduction in the death rate from 160 per 100,000 population in 1900 to 
33.2 in 1938. If the death rate in 1938 had been 160 there would have been 
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5,969 deaths instead of 1,237. This means that 4,732 lives were saved. Since 
each case of tuberculosis is estimated to cost $6,345, the economic saving to the 
Province of Ontario exceeds thirty million dollars. 

Tuberculosis is now seventh among the chief causes of deaths, but it is still 
the first cause of death in the period between the ages of 15 and 45 years, the 
most valuable period of life. Public education in the value of present methods 
of investigation and treatment is essential and the profession must assume a 
large measure of the responsibility for this. We know that early diagnosis is 
essential to proper care and good results. The great difference between the 
average cost of a single case of tuberculosis under treatment and the cost of early 
diagnosis and early treatment should be sufficient to impress all concerned. 
Since we are particularly interested in public health, which includes anything 
and everything which influences prevention and treatment of disease and the 
securing and preservation of good health, we must realize our responsibility and 
obligations in this respect to the members of our profession and to the public 
at large. 

In view of the more recent developments in the field of tuberculosis, I feel 
that we are very definitely obliged to investigate the conditions in our secondaty 
schools in order that early cases may be found and early treatment given. I 
shall not go into detail as to how this should be done but I recommend for your 
perusal the excellent paper by Dr. D. V. Currey, published in a recent issue of 
the CANADIAN PusBLic HEALTH JOURNAL, 

Other important evidence of health progress is provided by the new low 
infant and maternal mortality rates recently recorded. During 1938 the infant 
death rate fell to 49.6 and the maternal death rate to 3.8 per 1,000 live births, 
both of which were all-time low records for the province. In spite of the low 
maternal rate in 1938, over 250 deaths were classed to puerperal causes. This 
is too many for a progressive and thinking people. Many of these deaths were 
from preventable causes and further reduction is certainly possible. 

Such reductions in death rates as these must be associated with progressive 
health programs in general, as no definite causes can be assigned. The note- 
worthy improvement which has been achieved can only be maintained or 
improved upon by continuous effort on the part of those members of the medical 
and nursing professions and the general public who are devoting their time and 
energy to health work. 

During the last war there were 60,000 deaths among Canadian soldiers 
over a period of four years. This means 60 battalions of 1,000 men each, or 3 
divisions. In Canada during 1937, we had a death list of 113,000 and of these 
20,000 were under 5 years of age. This loss is not so spectacular as that caused 
by war, but it is certainly more tragic. It is estimated that 50 per cent. of these 
deaths are preventable. 

Great encouragement can be taken in the many hopeful signs of interest 
being taken in personal and community health by the general public. Among 
these may be mentioned the enthusiastic co-operation of young expectant mothers 
with their attending physicians. There never was a time when more care was 
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given to the baby throughout its infancy and early childhood. The active 
interest taken by young people in social service work, under the auspices of 
many worthy charitable organizations, is encouraging. Further, both the public 
and the profession are showing more interest in studies and research on the 
importance of adequate nutrition in relation to health. Another phase of 
progress is the official recognition of the need of educating invalid children who 
are physically unable to attend our schools. This is noticeable in sanatoria and 
in municipalities where children are convalescing from poliomyelitis. The think- 
ing public, and those who do not think must be taught, are inquiring more and 
more into the value and importance of the tuberculin testing of young people, par- 
ticularly those attending secondary schools. Members of our profession, and 
particularly health officers, must be leaders in giving information on this 
matter. We cannot overlook the value of the pasteurization of milk. The 
experience of the City of Toronto is that bone tuberculosis has been eliminated 
since pasteurization was made compulsory twenty-five years ago. In the few 
cases which have occurred, the infection has been traced to an outside source. 
As late as 1936 an authentic list of 8,000 cases in Canada was traced to the use 
of unpasteurized milk, and of these 688 died. 

A famous author has said, “Sickness never stays at home.” Sickness is 
never welcome and the greatest aid to its prevention is the overcoming of public 
ignorance, and the indifference of members of our profession. As long as 
indifference exists, just so long will we cease to be leaders in the advancement 
of good health and become followers of public thought. What part are we, as 
health officers, taking in the maintenance and the improvement of the good 
record achieved by public health activities? Are we as accurate and complete 
in our reporting of communicable diseases as we should be? Do we forget or 
are we sometimes indifferent to the importance of such records in enabling our 
Provincial Department of Health to form opinions for the guidance of the 
public and the profession? Are we, as health officers, using our opportunities to 
educate the public in habits of health or are we making opportunities for this 
purpose? The public is being aroused and has never been so generally alive as 
at the present time in regard to all matters affecting good health and its preser- 
vation. We must strive to do more in this regard and be aggressive leaders or 
we will be followers. We now have certain statutory obligations regarding 
sanitary inspection of school premises and the control of communicable disease. 
But have we not a further obligation, in the light of our professional ideals and 
desires, to promote and preserve good health by carrying out immunization 
programs and physical examination of pupils in all our schools, both elementary 
and secondary? We recommend strongly some form of periodic health examina- 
tion for the individual citizen and I consider we are responsible for making 
opportunities and using them to inform the public of the value of all our efforts 
towards improving the physical and mental welfare of our citizens. I hope it 
will not be long before we will have changed our standards and, when consider- 
ing the condition of our people, we will speak of their degree of health rather 
than their degree of illness. 





Administrative Control of Public 
Health Nuisances’ 


A. KE. BERRY, C.E., M.A.Sc., Px.D. 
Director, Division of Public Health Engineering 
Department of Health of Ontario, Toronto 


UNICIPAL health officers and local boards of health continually encounter 

the perplexing problem of dealing with those environmental conditions 
which are generally known as “nuisances”. The Public Health Act is specific 
in the procedure to be followed for the correction or abatement of nuisances, but 
some confusion arises in the determination of what constitutes a nuisance. The 
difficulty is accentuated by the fact that the public assumes that this term covers 
a multitude of conditions which are in no way directly associated with health 
protection. 

Health officers are expected by citizens to act in a variety of matters. This 
attitude has probably increased because the procedure for correction is simple, 
direct, and results can be expected with a minimum delay. The health officer 
can accomplish much in the correction of community annoyances and discomforts, 
but if he is to interpret rightly the legislation, and to enforce his orders in court, 
he should be able to prove his case in spite of any legal or technical opposition 
advanced on behalf of the defendant. 


Public Health and Common-Law Nutsances 


In this province there will be recognized a difference between nuisances 
under the common law and those under the Health Act. Nuisance actions are 
frequent in common law. They may have no relation whatever to the spread of 
disease. The broad conception of these may be found in the fact that all 
nuisances in common law are caused by an act or omission, whereby a person is 
unlawfully annoyed, prejudiced or disturbed in the enjoyment of land. This 
may mean physical damage to the land, or it may involve interference with such 
matters as the enjoyment of the land, the exercise of profit and similar rights, or 
interference with the health, comfort and convenience of the occupier of such 
land. The basis of the law of nuisance rests on the concept that a man must not 
make such use of his property as unreasonably and unnecessarily will cause 
inconvenience to his neighbour. 

Thus, obstructing a highway or a drain would be considered as a common 
law nuisance. So also would be the act of wrongfully causing or allowing the 
escape of deleterious things into another person's land, such as water, smoke, 
smell, fumes, gas, noise, vibrations, disease bacteria, etc. 


Such a nuisance is commonly a continuing wrong, rather than something 
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which occurs but once. In common law no action will lie for a nuisance unless 
it is the cause of actual damage to the plaintiff. Thus, it is not necessary to 
prevent the escape of those things which do no harm, or to prevent such condi- 
tions as the branches or roots of trees spreading to the neighbours’ land unless 
real damage is occasioned. This injury may consist of physical damage to the 
premises or to the beneficial use of these premises. 

It will be apparent that a “nuisance” under common law may be much more 
comprehensive than it is under the Public Health Act. It might be said that 
health nuisances are but a subdivision or group of common law nuisances. Apart 
from whatever definitions are given in health legislation, it would be anticipated 
that any injury or danger resulting from this smaller group would be against 
the health of the individual person rather than against his property or his 
comfort. This general distinction should aid the health officer in deciding into 
which group or classification any situation should be placed, and how it should 
be administered. 





Nuisance as Defined in the Ontario Public Health Act 


Health legislation in Ontario is centred in “The Public Health Act’, which 
is chapter 299 of the Revised Statutes of 1937. Sections 78 to 88 inclusive 
define nuisances and set out the procedure to be followed in their administration. 
The definition given is as follows: 

“Any condition which is or may become injurious or dangerous to health or 
which may prevent or hinder the suppression of disease.” 

Following the general definition there is listed a number of matters which 
shall be considered as nuisances. It is significant that each of these is modified 
or limited by the phrase “injurious or dangerous to health’ ; for example, “any 
premises or part thereof so constructed or in such a state as to be injurious or 
dangerous to health.”’ It is to be understood that each of these can be classed as a 
nuisance only when it can be shown that the condition is dangerous to health 
or is likely to become so. The division is distinct between a nuisance under our 
Health Act and that under the common law. 


Nuisances under other Health Acts 





It may be of interest to compare the legislation in Ontario with that else- 
where. Much of the Ontario Act has been based on the English Public Health 
Act, as have also been the Acts for the different provinces of the Dominion. 

(a) Public Health Act of England.—In the Public Health Act of England 
one part is devoted-to nuisances. No specific definitson is given of this term, 
but this is compensated for by listing a number of matters which are referred to 
as “statutory nuisances”. There is some similarity with those given in the 
Ontario Act, but there is this difference. In the English Act each of these 
matters referred to is limited or modified by the phrase “is prejudicial to health 
or is a nuisance”. In Ontario the wording is “injurious or dangerous to health”. 

Lumley in his text-book on the English Public Health Act interprets the 
use of the word “nuisance” in the preceding phrase as not necessarily including 
every common law nuisance, but he states that it is not imperative for a nuisance, 
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in order to come within this act, to be injurious to health. It is sufficient if the 
nuisance is one which interferes with personal comfort. A case is cited in which 
a deposit of cinders, ashes and refuse was allowed to give off strong fumes. This 
was held to be a nuisance though it was not injurious to health. This interpreta- 
tion gives a much wider scope to nuisances under the English Act than has been 
generally considered under the Ontario Public Health Act. 

(b) British Columbia.—In the Public Health Act of British Columbia no 
definition of nuisances is given, but the Provincial Board is authorized to pass 
regulations for the prevention and removal of nuisances. From this it is not 
clear whether the term would have the wider interpretation as used in the 
Engiish Act, or would be limited to something injurious to health. 

(c) Alberta—In Alberta, regulations have been passed which declare 
certain matters as nuisances. There is also a general clause which states that 
“everything declared in writing by the Provincial Board or a local board to be a 
nuisance or to be injurious to the public health” shall be considered in this 
classification of nuisances. 

(d) Saskatchewan.—In Saskatchewan “nuisance” is defined in the Public 
Health Act to mean any condition which is dangerous to health. It is similar 
to that in Ontario. 

(e) Manitoba—The Public Health Act of Manitoba, without defining a 
nuisance, appears to make it a separate condition from those which may be 
merely prejudicial to health. 


(f) Quebec—In the Province of Quebec a nuisance is considered to be 


anything so declared by the Director of the Provincial Ministry of Health or by 
a municipal council or its board of health. 


(g) New Brunswick—In New Brunswick the Health Act gives a wide 
definition to nuisances, including anything dangerous or detrimental to health 
or comfort. 

(h) Nova Scotia—The Public Health Act of Nova Scotia defines a 
nuisance as follows (Sec. 111, s.s. 2) : 

“Anything which is injurious to the health, or indecent, or offensive to the 
senses, or an obstruction to the free use of property, so as to interfere with the 
comfortable enjoyment of life or property shall be deemed a nuisance under 
this act.” 

It will be apparent that there is no uniformity in the various Public Health 
Acts quoted in respect to what is considered as a nuisance. In some, it comprises 
only those factors dangerous to health, while in others it also includes comfort 


and convenience of the individual. In general it would seem to involve the 
person rather than his property. 


Nuisances in Ontario 


The health officer or local official in Ontario must be guided by the Public 
Health Act of the province. In the performance of his duties he is asked to 
deal with many matters of environmental sanitation which are related to the 
subjects listed in the sections on nuisances. These refer to the sanitation of 
man’s surroundings, and it is for the health officer to decide what is dangerous 
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or is likely to be dangerous to health. Comfort or convenience of the individual 
is not mentioned in this Act. 


Experiences in Ontario 


Observations on the administration of this part of the Public Health Act 
indicate, to some degree, the views of the public, the courts, and the health officer 
regarding the scope of nuisances. These vary widely, and possibly with reason. 

Anything which is likely to be dangerous to health might be considered as 
a reasonably direct cause of some specific disease. Accumulations found in 
municipalities are offensive because they emit odours, but since odours do not 
cause disease, such conditions could hardly be regarded as a health menace. 
Rather might they be considered as a common law nuisance, subject to remedy 
in a different manner. Similarly a noise may be very annoying, but it would be 
difficult to prove in court that it caused a specific disease. If this were the case 
it would be confusing to draw any line of distinction. Noise can be legislated 
against in other ways than through the Health Act. On the other hand, it is 
readily seen that a polluted water may be dangerous to health. 

If it were to be argued that odours, noises, stagnant water and similar 
conditions were dangerous to health because of some general irritating effect or 
discomfort to the individual, then there would be little distinction between these 
and the many other factors, quite unavoidable, which would have a similar effect. 
It would seem that a reasonable view must be accepted, and that there must be 
some direct danger to health. 

Decisions in the courts would seem to be based on this fairly direct relation- 
ship between the condition considered as a nuisance and the health of the 
aggrieved person. As an example, complaints regarding garbage dumps seldom 
are tried in court under the Public Health Act, but rather under common law. 
A noise which prevents a resident from securing sleep has not resulted in the 
court finding it a nuisance under this act, even though a number of cases have 
been tried. Dampness in the basement of a residence has similarly met little 
favourable consideration under this section, even though it might be argued that 
it has an indirect effect on health. Other conditions of a similar nature, which 
are no less aggravating to the individual, include vibrations from the operation of 
motors and mechanical equipment ; the barking of dogs; the movement of trucks 
on adjoining property; the scattering of feathers from chicken-killing plants ; 
the accumulation of junk; the emission of dust and noise from grist mills; the 
keeping of foxes; dilapidated buildings; and many others. These would all 
appear to fall more under common law than under public health nuisances. Of 
course, final decision on these can be made only by the court. 


Attitude of the Public 


The attitude of the public towards nuisances is influenced by inadequate 
knowledge of public health matters, and by a desire to have someone else solve 
their difficulties for them. Their understanding is that many matters which 
affect personal comfort are likely to cause disease. With this in mind, they 
expect the health officer to make correction. But this is not always the reason 
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for asking this intervention. The public soon learn that when insanitary condi- 
tions and similar matters are dealt with by the board of health, it is at no 
expense to the complainant. If he proceeds under common law he must bear 
his own expense. This, however, must not be a reason for a local board to take 
action which is not within its jurisdiction. 


Procedure for Enforcement 


Where nuisances are found in a municipality, it is the responsibility of the 
health officer to take steps for their correction. This is done by serving notice 
on the person responsible for the nuisance, and setting a time-limit for its correc- 
tion. Certain exceptions to the usual procedure are listed in the act. In the 
event of failure to abate a nuisance the local board is empowered to have the 
work done at the expense of the owner or occupant, even to the extent of having 
the cost charged against the property in taxes. 

It is to be noted that no provision is made here for levying fines for any 
damage or inconvenience caused the injured person. Correction of the condition 
is the only benefit to be obtained. 


Sections of the Act Similar to Nuisances 


There are certain sections of the Public Health Act of Ontario which deal 
with subjects somewhat similar to nuisances, and in these instances different 
procedures are defined. These include “offensive trades” (sec. 89), which 
require consent from the council or Board of Health before they are established ; 


the establishment and operation of slaughter houses; the pollution of public 
water supplies; the discharge of untreated sewage; and various matters dealt 
with in the statutory by-law (Schedule B). Thus, it is unnecessary to consider 
these under nuisances when other measures for correction are available. 


CONCLUSIONS 


In the administration of problems of environmental sanitation in Ontario, 
the health officer must rely on a reasonable interpretation of the legislation 
applicable to the case. Where a procedure is not outlined elsewhere and where 
action is taken under the nuisance sections of the act, care is required to dis- 
tinguish between conditions which are actually dangerous to health or likely 
to become so, and those which are merely a discomfort. Court decisions will 
be a valuable guide. Many of these annoying conditions, even some of no 
public health significance, often can be corrected readily by the health officer or 
by the sanitary inspector. There is no objection to this being done if he so 
desires, but his authority for actual enforcement comes from the act itself. 

There may be a difference of opinion as to what should be included in 
legislation on nuisances. Where the comfort of the individual is involved it is 
probably as easy to have this corrected by the board of health as by any other 
agency, but once the scope of this section is broadened it is difficult to define 
and to maintain a clear line of demarcation from other conditions even more 
remotely associated with health. 















The Educator Views the Health Needs 
of the Elementary School’ 


C. A. BROWN, M.A., B.Paep. 
Department of Education of Ontario 
Toronto 


OR many years, as a teacher and as a citizen, I was not particularly interested 
in medical officers of health. I took for granted that they were serving a 
useful purpose in their respective communities. I knew from experience that in 
certain matters, such as quarantine and milk supply, they were all-powerful. 
However, they did not seem to be especially concerned with my work in the 
schools. 

3ut in the last few years my opinions have changed materially. Through 
my association with your Chief Medical Officer of Health, I have learned some- 
thing of his philosophy, of his deep-seated belief that health work and educational 
work are very closely allied. In addition, I have been associated with one of 
your own number, who through various favourable circumstances, and more 
especially through his own vigorous, enlightened leadership, has developed what 
must surely be considered one of the finest and most efficient generalized public 
health units in the province. These two men have given me a new appreciation 
of how closely your interests as medical officers of health, and mine as an 
educator are linked. 

In order to secure a proper background, I searched diligently through the 
Public Health Act to learn just what duties are performed by a medical officer 
of health. At last, partially hidden by the mass of garbage, sewage, rags, bones, 
junk, smoke, offensive trades and infected localities, I found what I am sure you 
must recognize as your greatest challenge—your privilege, indeed your duty, to 
safeguard and to improve the health of the children in our schools. 

Surely all the discouraging features of your work, and no doubt there are 
many, surely all the black looks you receive over quarantine cards and other 
routine work, must be compensated by the opportunity to work hand in hand 
with parents, school authorities and teachers, to meet the health needs of our 
school children. 

What are some of these needs—the health needs of the elementary school ? 
Without attempting to arrange them in the order of their importance, I should 
like to discuss briefly some of those requirements which seem to me to be most 
vital at the present time. And, as I mention them, I can imagine what your 
reaction will be. For some, you will be saying, “That is not my affair, I can’t 
do anything about that!’ For others, you will agree that you are able to help. 
The important point is that if we as parents, school authorities, educators and 
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medical authorities work together, the needs of our pupils will most certainly 
be met. 


A Healthful School Environment 


In the first place, our children need a healthful environment in which to 
carry on their school activities. Sanitary arrangements should be satisfactory. 
You know something of what is being done in this regard. We have come to 
realize that the lighting in many of our classrooms should be improved. Excel- 
lent co-operation between the Hydro Electric Commission of Ontario and school 
authorities has resulted in tremendous strides along this line during the past 
few years. Teachers are more concerned about such matters as a safe water 
supply and ventilation than they were a few years ago. 

For the sake of the pupils’ health, the school program should make sufficient 
provision for rest, relaxation, and recreation. The dangerous effects of fatigue 
are receiving more consideration. How often in the past has a pupil returned 
to school, perhaps too soon, after illness, only to throw himself into a desperate 
effort to “catch up” with the rest of the class. To-day we try to give more 
attention to the needs of convalescence. 

It may seem strange to hear of teachers urging pupils to stay away from 
school. And yet to-day pupils who are suffering from the common cold, for 
instance, are being taught that it will probably be better for their own sake, as 
well as for the sake of their classmates, for them to remain at home for a few 
days. 


Health Supervision 


A second great need is that the health of our school children should be care- 
fully checked. To health officers, it is not necessary to emphasize the point, nor 
to maintain that any defects should be discovered as early as possible, and the 
proper steps taken for their correction. 

How many of the children in our schools to-day are actually suffering from 
poor eyesight, poor hearing, diseased teeth and tonsils, and other defects? With- 
out attempting to quote statistics or to give definite proof, I believe I may 
assume your agreement with me that there are many such cases. It is a matter 
of common knowledge that where a plan of medical and dental inspection is in 
operation, dozens of children are saved annually from the serious after-effects 
of defects which are remediable. 

Time after time it has been the school doctor, the school nurse, or the 
school dentist who has brought defects to the attention of parents; who has 
tactfully urged that these defects be attended to by the family physician or 
dentist ; and who has thus preserved for another child that heritage which is 
rightfully his—the right to grow up with good physical health. 

And it is not only the so-called poor, or the careless parent who needs the 
advice of the school nurse or doctor or dentist in connection with his child’s 
health. It sometimes appals me to think of the great numbers of school teachers 
in Ontario who have to carry on their work without the guidance and assistance 
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of either a school nurse or a school doctor. It places upon them a responsibility 
for which they are not prepared; one for which it is not feasible to train them 
fully. 

I have mentioned physical health. We are all, I am sure, coming to realize 
that it is perhaps just as important that mental disturbances in little minds 
should be discovered and cleared up. There is considerable evidence that for 
every class of forty pupils in our schools to-day, an average of two will probably 
some day have to spend part of their life in a mental hospital. So it is very 
necessary that teachers and health workers be constantly on the alert to dis- 
cover signs of those weaknesses which, if unduly exaggerated, may lead to 
serious mental disturbances later on. More and more, our teachers are striving 
to develop in each child a wholesome outlook on life which will carry him safely 
through the trials and troubles which will probably be his lot. 

If we are to develop a generation with keen, healthy minds, with strong 
vigorous physiques, there must be a thorough checking of physical and mental 
weaknesses. There must be a concerted effort to bring any such weaknesses to 
the attention of parents, and to secure remedial measures. This need, at least, 
is a challenge jointly to us as educators and to you as the official health authorities 
in your respective districts. 


Health Instruction 


A third and very important need is for more efficient health instruction than 
you and I received in the elementary school. I believe that our boys and girls 
are receiving to-day, and will receive in the future, a type of instruction which 
will have decidedly beneficial results. Particularly since the introduction of the 
New Program of Studies three years ago, our teachers have before them a 
clear-cut picture of the aims, the methods and the content, of a desirable program 
in health. 

The three main points in this program are: (1) the inculcation of good 
health habits—habits of cleanliness, of play, of work, of rest, etc.; (2) the 
development of desirable attitudes,—attitudes toward the need for good health 
habits, attitudes toward the value of quarantine, attitudes toward various other 
preventive public health measures; (3) the giving of knowledge—knowledge 
which is sufficient to explain the need for good health habits and for good health 
measures in a community. 

Under these three headings: Habits, Attitudes, and Knowledge, the work 
is, of course, graded to suit pupils of various ages. 

Most of all, we need health instruction which is a real learning experience. 
In elementary school, you and I were taught to memorize names of bones; we 
were told, too, what we should do for good health, but it did not become a vital 
thing for us, through our own experience. 





If you have seen, as I have, children caring for pets and for plants in the 
classroom, discovering that for growth they, as well as children, need fresh air. 
sunshine, exercise, food and light, you will know what I mean by health instruc- 
tion as a learning experience. If you have seen children carrying on experi- 
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ments to learn the nature of bacteria; if you have seen them visiting dairies and 
other food-producing factories, to observe the need for cleanliness and care in 
such work, you will understand further. If you have seen the pupils, under the 
direction of teacher, principal, or inspector, using the light meter in their own 
classroom, you will appreciate the fact that health instruction to-day is a much 
more interesting subject than the physiology or the hygiene was to the average 
child of a generation ago. 

To combine what I said about medical inspection with my remarks on 
health instruction, I want to say something further. If you have seen children 
looking forward to the visit of the school nurse, eager to develop good health 
habits to please her as well as their teacher; if you have known of the guidance 
the nurse has given to parents and teachers; if you have seen children going 
eagerly to the school dentist for examination, learning the need for regular 
inspection, and developing confidence in the dentist as a friend; if you have 
known of the conferences between parents and the school doctor following the 
examination of their children; if you have known of the program of the medical 
officer of health, toxoid clinics, radio addresses, newspaper articles, talks to 
service clubs; if you have seen too how all of these workers, the nurse, the 
dentist, the school doctor, and the medical officer of health, have repeatedly 
urged that the family physician and dentist be consulted in all cases; if you 
have seen all these things, as I have—you know how the professional health 
workers can, on their part, make health instruction a real learning process, which 
will carry over into later life. 

I am, of course, painting a rosy picture of health services in the schools. 
One cannot be the administrative head of a school system for eleven years 
without learning that there are many difficulties inherent in the plan. There 
are questions of ethics, of jurisdiction and of convenience, as between nurses 
and doctors—between teachers and professional health workers, between school 
doctors and dentists and private practitioners, between school authorities and 
health authorities. But the same eleven years have shown me, at least, that 
none of these difficulties is insurmountable, and that none of them is of much 
importance when compared with the benefits which come to the children when 
there is an enlightened health program in operation. 

I realize also that such a program may be more easily developed in urban 
centres than in rural communities. Yet there seems to be little to hinder, and 
much to assist, the bringing of a well-rounded health program to almost any 
community in Ontario where those in authority really desire it. 

Another health need of our elementary schools, and one which is being met 
very well, is for teachers who are able to give the proper type of health instruc- 
tion to their pupils. The need is for teachers who are healthy themselves ; who 
are able to stand up under the trying demands of the classroom and the school 
year ; teachers who appreciate the fact that children should be healthy ; who are 
prepared to surround their pupils with a healthful environment; teachers who 
are prepared to co-operate with other agencies in the community who are able 
to assist in the health program. 
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The need, too, is for teachers whose mental health is good; who have a 
wholesome outlook on life; who can be firm, yet sympathetic; who can require 
a high standard of achievement, and yet maintain a pleasant, happy atmosphere 
in the classroom; in short, teachers who are, themselves, living examples of good 
health, both physically and mentally. 

The excellent manner in which our teachers, some of them of many years’ 
experience, have adapted themselves to the New Program of Studies, is one 
indication that our children are in the hands of well-balanced instructors with 
a wholesome approach to their work. The Department of Education has pro- 
vided a new course of study in health, as mentioned earlier in my remarks. The 
Department of Health and the Department of Education have combined their 
efforts, through a joint committee, to prepare a Handbook on Health Teaching 
and to conduct a summer course for teachers in health education. A more 
careful physical examination for applicants for admission to Normal Schools 
has further safeguarded the health of the teaching body and of the pupils. It 
seems safe to claim that these various measures will result in continued improve- 
ment in health instruction in our schools. 

Finally, at the risk of being considered an opportunist, may I say that 
another important health need of our schools is for medical officers of health who 
are actively interested in the health of school children. From what I have heard 
this need is being met to a very considerable extent. From all parts of the 
province come reports of medical officers of health who are giving expert leader- 
ship to the school health program. We hear of men who are urging that children 
be given the most healthful surroundings possible; of men who are carrying on 
preventive work through toxoid and other clinics ; of men who are lending their 
aid to inspectors, to school boards and to other groups who are anxious to 
establish medical inspection and nursing services in the schools ; of men who are 
making available to teachers, health literature which is accurate from the medical 
standpoint; of men who are smoothing out any difficulties which may occur 
between educational experts and health experts in their joint endeavours. 

In conclusion I should like to assure you that we who are in a sense the 
official educational leaders of the community, appreciate the assistance which 
you, as the official health leaders, are giving us, as we put forth our best efforts 
for youth. These children of ours are going to need all of the spiritual and moral 
stability ; all of the physical strength, and all of the sane, well-balanced, mental 
outlook which they can develop, if they are to meet satisfactorily, not only their 
own problems, but also those which we of this generation are thrusting upon 
them. 





The Responsibility of the Part-Time 
Medical Officer of Health with 
regard to the Schools’ 


C. D. FARQUHARSON, M.D. 
Medical Officer of Health, Scarborough Township 
Agincourt, Ontario 


M* objective in presenting this paper is to outline the essentials of a school 

program and to show what may be done by a part-time health officer with 
a limited budget. It is taken for granted that a school nurse will be available 
full-time or part-time. In passing it is well to note that a recent amendment to 
the Ontario Public Health Act makes provision for school nurses to be engaged 
by county councils for work in the various municipalities. 

Broadly, there are three essential phases to the school health program and 
three necessary fields of interest and responsibility to be taken in hand: (1) to 
see that the school surroundings are sanitary and to insure this by regular 
inspection; (2) to see that the school is kept safe for the pupils by controlling 
communicable disease; and (3) to help the child fit into the school sphere and 
to prepare him better for life by finding and taking steps to correct important 
physical and mental defects. 


Sanitary Inspection 

A satisfactory sanitary inspection record requires a clean, attractive school 
building with proper area for play, suitable lighting, comfortable heating, correct 
seating to prevent fatigue, pure water supply, and proper toilet and washing 
facilities. 

Many schools have inadequate lighting compared with modern standards. 
This can be improved if a survey is made with the help of the Township Hydro 
Commission and the proper electric installation determined. 

If defective sanitary arrangements are found, it is better to bring the chair- 
man or the secretary of the school board to the school to see the conditions. 
This usually results in prompt action being taken, while if a letter is sent, it may 
be referred to the annual school-board meeting and forgotten. 

Sometimes a better understanding of the school health problems can be 
achieved by having a meeting of the school boards with the school inspector and 
the medical officer of health. At such a meeting the regulations may be dis- 
cussed and methods of improving the schools brought forward. 


Communicable Disease Control 
The enforcement of the regulations for the control of communicable disease 
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is a duty of the medical officer of health. Teachers and pupils need to be 
informed that they have a responsibility toward protecting the community by 
isolating themselves when sick and by reporting suspected cases of communicable 
disease to the health officer. 

In this changing world of automobiles and aeroplanes, the value of quaran- 
tine for the control of epidemics has been greatly reduced. Our great hope lies 
in immunization. Smallpox can be prevented by vaccination, diphtheria by 
immunization with toxoid, and good results have been reported for inoculations 
against scarlet fever and whooping cough. Parents should be taught that these 
procedures should be carried out in the first year of life by their own physician, 
but if this has been neglected, the medical officer of health must see that the 
necessary inoculations are given in order to protect both the pupil and the school. 

In this program the school should notify the medical officer of health of any 
suspected case of communicable disease; isolate any sick pupils, teachers, or 
caretakers; and encourage parents to make use of available immunization 
procedures. 

Tuberculosis is the greatest health hazard in secondary schools and the 
chief cause of death between the ages of 15 and 25. Pupils should be taught 
that the best means of preventing this disease in the community is to have all 
open cases admitted to sanatorium and all known contacts examined regularly. 
When this has been done, it may be worth-while to have students tuberculin 
tested, provided that arrangements can be made for chest X-ray examination of 
those found to be positive. However, if a teacher or student is found to have 
tuberculous disease, all class-room contacts should be tuberculin tested and all 
positive reactors given X-ray examination. 

Rarely is it necessary to have schools closed on account of epidemics. The 
public believe that it is the duty of the medical officer of health to keep the 
schools safe and they look upon the closing of schools as an admission of failure. 
In cities, towns and villages the children continue to play together even after 
school is closed. This results in new cases which frequently are not properly 
reported. It seems obviously better to have the pupils at school and properly 
supervised. 


School Health Service 


The school has a definite responsibility to see that students have good health 
to carry on their studies and to make best use of their education after graduation. 
Recognition of this fact raises the problem of physical examination. It is con- 
sidered ideal for every person in the community to have a health examination 
once a year but achievement of this would almost require state medicine. The 
duty of the medical officer of health is to make the child healthy in order that he 
may make the best use of his school life. 

In the past, school examinations have been limited in value by lack of a 
history of the pupil as well as lack of laboratory control. Often the parent 
resents the advice given because he thinks that finding any defect is equivalent 
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to criticising his child. There has been a tendency to magnify small defects that 
are of no importance. 

In some places, students are told that if each brings twenty-five cents, he 
will be given a medical examination. This cheapens the whole profession. It 
is essential that a careful examination should be made of all children who need 
help. Some of these can be picked out by the teachers and the nurses through 
observation of a physical defect. The nurse can find those with defective sight 
or hearing. The nurse will also bring those who do not attend regularly, do not 
grow or develop normally, or who do not make their grades properly. The group 
who are truant and undisciplined should also be referred. 

All these children need the best that medical science can give to help them 
succeed. Their history can be obtained carefully and a knowledge gained of 
their home surroundings. While the medical officer of health is responsible, he 
may do the actual examination himself or have it done by the family physician, 
but there is a very definite responsibility placed on the doctor who performs the 
examination and makes the report. 

As a minimum, the examination should include nutrition and posture, eyes, 
ears, nose and throat, speech, heart and lungs, glands and skin. It should include 
also an estimate of the child’s personality and the effort should be made to learn 
what he thinks of the school and how he fits into its activities. 

Examination may show that the child is healthy, that more information or 
time is required before a final decision can be made, or that there is a defect 
serious enough to interfere with school work. If the classification has been made 
carefully and it is shown that there is a group of handicapped children in the 
community, public opinion will be on the side of the medical officer of health in 
securing the necessary after-care. 

It is important to remember that teachers and caretakers as well as pupils 
have physical defects, and principals should see that they take advantage of 
medical care when indicated. This is especially true in the field of mental 
hygiene where maladjustment of the child may be due to the attitude of others 
in his environment. In one classroom in which there had been an epidemic of 
fainting, it was found that the teacher believed that there was some mysterious 
tasteless and odourless gas which came into the room and was not carried out 
by ordinary ventilation. The situation cleared up when the teacher was trans- 
ferred. 

For the successful prosecution of his school responsibilities the medical 
officer of health needs a knowledge of social science as well as of medicine 
because his work in schools is concerned with the making of good citizens. The 
future of public health demands the co-operation of the whole medical profession 
and the combined energy and interest of all health workers. This is particularly 
true of the development of the school health program. 
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SIGNS OF IMPROVEMENT IN MATERNAL MORTALITY 


ee of improvement in the death rate from causes associated with 

pregnancy and childbirth is a source of real encouragement. For twenty-five 
years, vital statistics have offered but little indication that the efforts being 
made to reduce maternal deaths were in any real measure successful. The truth 
is, of course, that mortality alone cannot be accepted as the sole criterion of 
success or failure in this instance, though it is the most tangible and accessible 
and therefore the most generally useful index. Be that as it may, official 
maternal mortality rates, in general, showed no improvement until recent years. 

It will be recalled that some indication of improvement was forthcoming as 
early as 1936 in Great Britain and in certain parts of the United States. Some 
recently reported English experience has been rather dramatic. In Canada, 
although there had been some suggestion of improvement in the Western 
Provinces as early as 1936, the first real indication of any important change 
appeared in 1938 when the national maternal death rate fell abruptly to 4.2 per 
thousand live births, the lowest figure ever recorded. The principal contributors 
to the important reduction in 1938 were Ontario, the Prairie Provinces, and 
British Columbia. Preliminary figures for 1939 have indicated that in the main 
this improvement has been maintained, the Province of Quebec, for instance, 
having a rate of 4.7 for the first three-quarters of the year, the lowest figure 
attained since 1926. 

These facts are encouraging in view of the concerted efforts which have 
been made to explore the factors responsible for maternal deaths and to assess 
the preventability of them. Numerous surveys have made it clear that from 
one-third to two-thirds of all maternal deaths each year could be classed as 
preventable. Among these may be mentioned the Departmental Committee 
studies of England and Wales, the special enquiries in Scotland, the Philadelphia 
survey of 1931-33, the New York study of 1930-32, the Manitoba survey of 
1928-32, and the Ontario study of 1933. More recently an elaborate enquiry 
has been in progress in Manitoba, relating to all pregnancies in the province 
during a two-year period. This survey has been made possible through the 
co-operation of the Provincial Department of Health and Public Welfare, the 
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Manitoba Medical Association, the Department of Pensions and National Health, 
and the Rockefeller Foundation. 

While it cannot be stated that such clinical and statistical investigations 
have contributed necessarily in any large measure to the improved outlook, 
certainly they have been of great value in indicating the lines along which 
improvement might be made. This, together with increased professional and 
public interest in the problem and other auxiliary factors including a greater 
appreciation of the value of prenatal care and the close medical supervision and 
care associated with it, may well account for the improvement. In Great Britain 
the chief reduction has been made in deaths classed to puerperal sepsis—a 
circumstance which reflects the efforts made to prevent infection, as well as the 
use of sulphanilamide. In Canada the improvement has been shared by the 
leading causes: haemorrhage, sepsis, and toxaemia. Indeed, it is characteristic 
of the trend everywhere that although puerperal sepsis shows the greatest 
reduction, other causes have also shown significant reductions. 

The report of a second five-year review of maternal mortality in Manitoba 
(1933-37) appears in this issue. The features of this report include a reduction 
of 12 per cent in the total maternal death rate. This reduction is due almost 
entirely to a decline in the number of deaths classed to toxaemias and puerperal 
sepsis, the former being lower by 50 per cent and the latter by 30 per cent than 
the level of the five years preceding. 

While the new study throws no new light on the fundamental issues, it 
serves to re-emphasize the problem. One-sixth of the deaths among women 
aged 20-39 years were attributed to puerperal causes. Corrected on a residence 
basis, the maternal death rate in urban areas appears to be definitely higher than 
that in rural areas. Ontario data tend to confirm this although almost all the 
difference observed is due to abortion and puerperal sepsis. Lowest maternal 
risk at ages 20-24 years, high rates in primiparae and at later ages, and high 
mortality among British women are other findings. Perhaps the most valuable 
part of the paper is that devoted to a review of salient clinical features of the 
major groups of cases, for it is in such material that clues for future action may 
be found. 

Compared with the earlier study, little change is observed in the proportion 
of women dying who had had prenatal care. Three-quarters of those dying of 
puerperal haemorrhage, sepsis and toxaemia had received practically no prenatal 
care before confinement. This, of course, is no indication of the situation among 
all women bearing children, though it seems to be a common fallacy to conclude 
from such findings as this that prenatal care is neglected by pregnant women in 
general. Surely nothing could be further from the truth. The pregnancy study 
in Manitoba will shed light on this matter. Undoubtedly the chief significance 
to be attached to adequate prenatal care is the assurance it gives of adequate 
medical supervision and care before, during, and after confinement. 

The observations made upon preventability of death are not unlike those of 


other surveys and indicate the sources of further success in reducing the risk of 
childbirth. 





Twenty-Ninth Annual Meeting 
CANADIAN PUBLIC HEALTH ASSOCIATION 
in conjunction with the Annual Meeting of the 
MANITOBA MEDICAL ASSOCIATION 
Fort Garry Hotel, WINNIPEG, September 19-21 


O* the occasion of the last annual meeting of the Canadian Public Health 
Association, held in Toronto in June 1939, a special invitation was extended 
to the Association to meet in the City of Winnipeg this year. The development 
of plans whereby members of the medical profession throughout Manitoba might 
conveniently attend the sessions of the Association has resulted in the holding 
of the meetings of the Manitoba Medical Association and the Canadian Public 
Health Association in Winnipeg on September 19th, 20th and 21st in the Fort 
Garry Hotel. There will be two joint sessions, on Thursday and Friday after- 
noons, with sessions of the Canadian Public Health Association on Thursday, 
Friday and Saturday mornings. The local committee on arrangements have 
provided that the annual dinners of the two associations will be held jointly and 
there will be a joint luncheon also. 

It is being increasingly recognized that the practitioner to-day is vitally 
concerned with the practice of preventive medicine. There can be no arbitrary 
separation of preventive and curative medicine. The papers to be presented are 
of interest to every practitioner and concern everyday problems. A unique 
opportunity is therefore presented to the members of the Manitoba Medical 
Association to discuss with leaders in the public health field from all parts of 
Canada the important developments in the practice of preventive medicine. 

No problem has presented greater difficulties in its solution than the 
problem of maternal mortality. The physicians of Manitoba were among the 
first to co-operate in a provincial study of this subject. The results of this 
co-operative undertaking with the Department of Health and Public Welfare, 
as well as the highly significant findings of the study which has been conducted 
of all births in the province, will be summarized and their significance discussed 
at a joint session on Thursday afternoon. There will be a second joint session 
of the two associations to consider the problem of child hygiene. Papers will 
be presented by leaders in the public health field and by members of the practis- 
ing profession and will deal with the problems of the infant, the preschool child, 
and the school-age child. 

One of the three sessions of the Canadian Public Health Association, which 
are being held on Thursday, Friday and Saturday mornings, will be devoted 
to the subject of safe milk. The Canadian Public Health Association has given 
leadership throughout Canada in the campaign for safeguarding public milk 
supplies. The chairman of the Association’s Committee on Milk Control is 
Dr. E. W. McHenry, of the School of Hygiene, University of Toronto, whose 
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work in nutrition is so well known. In addition to Dr. McHenry, among those 
invited to contribute papers to this symposium on safe milk are Dr. C. E. Dolman, 
Director of the Division of Laboratories of the Provincial Board of Health of 
British Columbia, and Director of the Western Division of the Connaught 
Laboratories; Dr. J. S. Fulton, Director of the Animal Diseases Research 
Laboratory in the University of Saskatchewan; and Dr. A. E. Berry, Director 
of the Division of Sanitary Engineering, Department of Health of Ontario. 

The problem of venereal diseases will receive particular attention. Impor- 
tant changes have been made recently in the legislation in Ontario and in 
several other provinces. Dr. Donald H. Williams, Director of Venereal Disease 
Control in British Columbia, will outline the results of a campaign to control 
prostitution. Advances in treatment will also be included in this discussion. 
The progress of cancer-control efforts in various provinces will be reviewed, 
with particular reference to the developments in the Province of Ontario, to 
be outlined by Dr. A. H. Sellers of the Department of Health of Ontario. Dr. 
Stewart Murray, Senior Medical Health Officer of the Metropolitan Health 
Committee of Greater Vancouver, will discuss the development of the program 
in mental hygiene and improvements in the school health program. To those in 
Eastern Canada the progress in tuberculosis control made in the Western 
Provinces is a subject of the greatest interest ; two papers dealing with advances 
in treatment and control will be features of the program. Dr. G. F. Amyot, 
Provincial Health Officer of British Columbia, has been invited to discuss some 
of the trends in public health administration as he has observed them in the 
United States and Canada. The control of typhoid carriers will be the subject 
of a paper by Dr. H. A. Ansley, of the Department of Health of Ontario. Dr. 
Gordon Bates, General Director of the Health League of Canada, will be among 
the speakers and it is expected that Dr. G. M. Little, Medical Officer of Edmon- 
ton, Dr. G. R. Walton, Medical Officer of Health of Regina, Dr. W. H. Hill, 
Medical Officer of Health of Calgary, and Dr. Arthur Wilson, Medical Officer 
ot Health of Saskatoon, as well as a number of leaders in Manitoba, will be 
contributors to the program, which will be published in its final form in the 
September issue of this journal. 

The President of the Canadian Public Health Association is Dr. R. O. 
Davison, Deputy Minister of Public Health of Saskatchewan, who will deliver 
his presidential address on the occasion of the joint dinner. A feature of the 
meeting will be the presentation of honorary life membership in the Canadian 
Public Health Association to the Hon. E. W. Montgomery, M.D., formerly 
Minister of Health and Public Welfare of Manitoba, and a past president of 
the Association ; and to the Hon. J. M. Uhrich, M.D., Minister of Public Health 
of Saskatchewan, who is Honorary President of the Association this year. Dr. 
Montgomery and the Hon. Dr. Uhrich are known throughout Canada for their 
many years of service in the cause of public health and in the advancement of 
medicine. 
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THE DEPARTMENT OF HEALTH AND PUBLIC WELFARE 
OF MANITOBA 


INCE 1928, when it was created, the present Department of Health and 

Public Welfare has grown from a small number of scattered departments 
each dealing with various aspects of the problems relating to health and welfare, 
to be the department with the largest appropriation in the Provincial Govern- 
ment. The offices of the Minister, the Honourable I. B. Griffiths, and the 
Deputy Minister, Dr. F. W. Jackson, D.P.H., as well as the Division of Vital 
Statistics, are situated in the Legislative Buildings. The remainder of the 
administrative offices, and the Welfare Division, are to be found in the Depart- 
ment of Health and Public Welfare Building at 320 Sherbrooke Street. The 


total staff employed by the Department is approximately 850, 650 of these being 
on the staffs of the various mental institutions. 


The section devoted to health is engaged in the prevention of disease and the 
cure of illness in so far as government liability is concerned. In this section 
are the divisions of Disease Prevention, Laboratory, Hospitalization, Psychiatry, 
Industrial Hygiene, and Maternal and Child Hygiene, as well as Health Educa- 
tion, and the Division of Vital Statistics. 

The Division of Disease Prevention consists of the following sub-divisions— 
the Public Health Nursing Service, Sanitation, Food Control, and Communicable 
Disease Control. Through the last-mentioned unit, immunization programs are 
promoted, and biological material for the prevention of various diseases is dis- 
tributed by the department. In 1939 this included diphtheria toxoid for 23,542 
treatments, 47,588 points of smallpox vaccine, and sufficient scarlet fever toxin 
for 6,716 complete treatments. There has been a gradual decrease in the number 
of reported cases of communicable disease in areas where immunization programs 
have been carried on, and any small epidemics that have occurred have been in 
districts where this preventive work has not been done. 

The public health nursing service, organized in the province over twenty 
years ago, is carrying on an excellent program in the unorganized territory. In 
these areas the nurses do school inspection and home visiting, and arrange for 
immunization clinics and well-baby clinics. In several isolated areas nursing 
stations have been established, where treatment can be given, and from which 
patients can be referred to the nearest hospital. The present staff of over forty 
nurses does not attempt to carry on work in municipalities which are organized, 
except in so far as tuberculosis is concerned, and it is the nursing supervisors 
from the Provincial Department who do all the follow-up work in regard to 
cases of tuberculosis, and who make arrangements regarding the clinics which are 
held under the auspices of the Manitoba Sanatorium Board. 


In connection with sanitation and food control, seven inspectors are em- 
ployed by the Provincial Health Department. These inspectors are responsible 
for the inspection of farms which supply milk to dairies; inspection of dairies 
and cheese factories, and the issuing of licences to slaughter houses. They make 
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recommendations regarding water supplies, sewage disposal and the installation 
of plumbing. 

The Laboratory is the oldest unit in the public health field in Manitoba, 
having been started about the beginning of the present century. The Provincial 
Bacteriologist, Dr. F. C. Cadham, who has been associated with this division 
for over 30 years, reports an annual increase in the amount of work being done. 
This has been particularly noted in regard to the Wassermann reactions. 

The Division of Psychiatry, the largest from the point of view of expendi- 
ture, consists of two large mental hospitals at Brandon and Selkirk and a school 
for mental defectives at Portage la Prairie, as well as a psychiatric hospital in 
Winnipeg. Travelling mental clinics are held from time to time at various 
points throughout the Province and the medical staff of the psychiatric hospital 
in Winnipeg is always ready to assist in any effort relating to mental hygiene. 

The work done by the Division of Industrial Hygiene is still limited in 
scope, being confined to the detection of silicosis among the miners. All men 
engaged in underground work must have a permit issued by the Health Depart- 
ment, and with this in mind, each is given an annual X-ray examination of the 
chest, as well as a general physical examination by one of the doctors on the 
staff of the Department. 

The program being carried on in regard to maternal and child hygiene has 
been mainly educational but it is expected that as the results of the present 
survey are available, a more definite mode of attack will be planned. Manitoba 
has been justifiably proud of its gradually decreasing maternal death rate which 
reached its low point in 1938 when it was 2.7 per 1000 live births. Last year, 
however, it again rose slightly and was just over 3 deaths per 1000 live births. 
The infant mortality rate has not been particularly low. It was found that a 
large number of these deaths were occurring during the first two or three weeks 
of life and it was with this in mind that just recently physicians have been asked 
to fill out detailed forms regarding all neonatal deaths and stillbirths in order 
that we may get a somewhat more accurate picture of the reason for the com- 
paratively high rate. 

As well as preparing and distributing large numbers of pamphlets and other 
literature, the Division of Health Education has been responsible for all health 
projects put on by different organizations throughout the country, such as 
Women’s Institute groups and the Federated Farmers Associations, as well as in 
the Normal Schools and Summer School. It has also had supervision of the 
work done under the Youth Training plan in so far as health is concerned. 
Since September 1939, well over 3,500 young people between the ages of 16 and 
30 have received complete physical examinations including tuberculin and 
Wassermann tests and it is expected that these results will be published shortly. 

The Division of Hospitalization is responsible for the administration of the 
Hospital Aid Act and supervises financial assistance given to various hospitals. 

The Vital Statistics Division, as its name implies, is responsible for collect- 
ing statistical information regarding births, marriages, and deaths. At the 
present time also, it is taking an active part in the supervision and coding of the 
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2-year maternal infant morbidity and mortality survey which is just being com- 
pleted in this Province. 

The Welfare Division of the Department of Health and Public Welfare is 
made up of three parts: first, Social Assistance in Unorganized Territory, which 
administers relief to destitute families in areas which are too poor to have a 
municipal set-up of their own; secondly, a section which is concerned with the 
administration of grants to charitable institutions; and thirdly, the Child Wel- 
fare Division. This last-named is the largest of the departments, and is con- 
cerned with the administration of the “Child Welfare Act’’ which deals with 
mothers’ allowances, illegitimacy, and adoptions, and other phases of welfare 
work.—A. Marguerite Swan, M.D., D.P.H., Director, Division of Health 
Education. 


PUBLIC HEALTH SERVICES IN WINNIPEG 


HE foundation of the present Department may be said to have been laid in 

1900 with the appointment of the late Dr. A. J. Douglas as full-time Health 
Officer. His staff then consisted of six. It is now 83. The population then 
numbered about 40,000, rapidly increased to 80,000 in 1905, to 112,000 in 1907, 
and is now 224,000. 

Such phenomenal growth swamped the sanitary arrangements in the city, 
and typhoid fever, always present in the Province at that time, flared into 
epidemic proportions. In Winnipeg alone there were 4,500 cases and hundreds 
of deaths in the six-year period 1902-1907, with the peak in 1905. On the 
advice of expert consultants the Health Department staff was tripled in 1905. 

At first the inspectors were concerned mainly with the removal of garbage 
and rubbish, disinfection and compulsory sewer connections ; but as the popula- 
tion continued to increase (152,000 in 1911) and further problems developed, 
separate divisions were created for Communicable Disease Control, Food In- 
spection, and Sanitation, under trained chief inspectors. 

Thirty years ago Winnipeg had one of the highest infant mortality rates on 
the continent, losing 800 to 1,000 babies annually. In 1912, the extremely high 
infant mortality rate of 207 per 1,000 live births induced the Council to appoint 
child hygiene nurses and to take over a clinic and milk dispensary that had been 
operating under the Ladies’ Service League. 

Coincident with the high infant mortality rates were high tuberculosis rates 
and in 1914 the council took over from the Anti-Tuberculosis Society two tuber- 
culosis nurses. 


























Present Organization 
The Department is divided into two branches: 
1. Prevention of Disease 


(1) Administration, Vital Statistics (5) Food Inspection 
(2) Laboratory (6) Sanitary Inspection 
(3) Communicable Diseases (7) Child Hygiene Services 


(4) Dairy Inspection 
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2. Refuse Collection and Disposal 
(8) Street Cleaning (9) Refuse Collection and Disposal 


Administration. Medical Health Officer: M. S. Lougheed, M.D., D.P.H. 

Laboratory. Deputy Medical Health Officer and Bacteriologist: W. J. 
Wood, M.D., D.P.H. Staff, two. 

The ordinary bacteriological examinations are made with the exception of 
Wassermann tests. The examinations made in 1939 are as follows: swabs for 
diphtheria, 6,626; sputa for tuberculosis, 146; urethral smears, 206; Widals, 11; 
milk and cream, 1,358; water, 2,417; urinalyses, 3,886; miscellaneous, 240—a 
total of 14,890. 

The Deputy Health Officer also acts as Medical Referee for the Public 
Welfare Department and other relief organizations, conducts medical dispensary 
service and supervises hospitalization. 


Vital Statistics. Staff, three. 


Statistics, 1939. Birth Rate (corrected)—12.4. Death Rate (corrected )— 
7.6. Infant Mortality Rate—34.7. 


Communicable Diseases. Staff, nine. 

This division deals with acute communicable diseases, tuberculosis nursing 
and clinic service and the distribution of serums, antitoxins, insulin and other 
biological products (for the indigent). 

The city maintains a 200-bed isolation hospital (King George), which is 
governed by the Municipal Hospital Commission. The superintendent is Dr. D. 
McIntyre. The hospital operates an ambulance service and a training school 
for communicable-disease nursing for graduate and undergraduate nurses of 
the Province. A small smallpox hospital of 30 beds is available; fortunately 
it has been vacant for some years. 

Vaccination is carried out in the Health Department offices. Immuniza- 
tion against diphtheria has been intensified this year by the appointment of Dr. 
QO. J. Day as part-time physician in charge of child hygiene. Scarlet fever and 
whooping cough immunization is available on request, but no attempt has been 
made to introduce mass immunization except in certain institutions. 

Tuberculosis. Winnipeg operates a tuberculosis hospital (King Edward 
Memorial Hospital) of 140 beds and, in connection, a clinic. This hospital is 
on the same grounds as the isolation hospital and under the same management. 
The clinic attendance in 1939 was 2,805. Pneumothorax refills amounted to 659. 
Another clinic operated by the Sanatorium Board of Manitoba (the Central 
Tuberculosis Clinic), with 50 beds for cases requiring short hospitalization is 
situated near the Winnipeg General Hospital. The attendance in 1939 was 
7,467 and 2,042 pneumothorax refills were given. In the same building the 
Central Registry for Tuberculosis is situated, where records of all known cases 
of tuberculosis in Manitoba are kept. Cases requiring sanatorium treatment 
are transferred to either St. Boniface Sanatorium (300 beds), eight miles south 
of Winnipeg, or to Ninette Sanatorium (289 beds), 140 miles west of the city. 
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The city employs three nurses for tuberculosis work, including follow-up 
of active and inactive cases, contacts and general educational anti-tuberculosis 
work. 

The death rate from tuberculosis has fallen from 44.3 in 1929 to 23.2 
in 1939. 






Dairy Inspection, Staff, three. 
Between 88 and 90 per cent of the milk supply of .Winnipeg is pasteurized. 
Frequent tests of pasteurized, crude and raw milk are made in the city labora- 
tory. Raw-milk distributors in the city are closely inspected. They are licensed 
by the city and must conform to a high standard in equipment and milk before a 
licence is issued. The plate counts of these dairies, the majority of which are 
operated by Belgians, closely approximate those of pasteurizing plants. The 
control of shippers is not yet complete. It is a goal we hope to attain. 


Food Inspection. Staff, three. 

This division had a problem on its hands last summer when an unprece- 
dented downpour of rain found the city with insufficient storm sewers. Sewage 
backed up and flooded basements and contaminated large stocks of food. That 
no outbreak of disease occurred may be laid to the vigilance of this division. 


Sanitary Inspection. Staff, 13. 
In addition to the ordinary work of the division a survey is made each year 
of all vacant houses and suites. Over 30,000 inspections are made annually. 













Child Hygiene. Director, Dr. O. J. Day. Staff, 20, including 2 part-time 
physicians and 11 nurses. 

The duties of the director include supervision of preschool-age children, 
the administration of preventive measures in regard to communicable disease for 
all children, and the medical supervision of children in kindergartens, institu- 
tions, etc. 

Well-Baby Stations numbering 11 are operated under the management of 
Mr. A. G. Lawrence, who is also Secretary and Statistician of the Department. 
The attendance in 1939 was 16,491. 

A Sick-Baby Clinic under the supervision of Drs. F. R. Rorke and F. G. 
Schwalm is operated principally for feeding cases. The attendance in 1939 was 
6,067. In conjunction with this clinic is a babies’ milk dispensary for the 





preparation of special feedings for sick babies according to physicians’ prescrip- 
tions. The number of feedings prepared in 1939 was 22,725. The dispensary, 










being adjacent to the Children’s Hospital, prepares feedings for infants in 
hospital. 

Visiting nurses, numbering 10, visit the homes of all new-born infants 
shortly after birth, unless this service is not desired. The work is educational, 
and no treatments are given unless the attending physician so desires. The 
nurses also attend the Well-Baby Clinic, conduct surveys of preschool children, 
and visit infants’ boarding homes, The number of visits to homes in 1939 was 


26,138. 
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Medical School Inspection 


Medical inspection in the public schools is under the direction of the Public 
School Board. The Director is Dr. Mary E. Crawford. There are 3 part-time 
physicians and 14 nurses. 


Public Health Nursing 


Public health nursing as it is commonly understood is not provided. The 
system of specialized nursing has gradually developed as the need arose. It is 
in need of re-organization, as will be realized from the fact that 3 nurses are 
engaged in tuberculosis work, 11 in child hygiene, and 14 in school work. 

In addition there are five nurses of the Margaret Scott Nursing Mission 
assisted by six nurses-in-training who do public health nursing incidental to 
their ordinary work. 


Water Supply 

The city’s water supply is obtained from Shoal Lake, an arm of the Lake of 
the Woods, and is conducted to Winnipeg through a concrete aqueduct 85 miles 
in length. The water is not filtered but is chlorinated. The watershed is 
virtually uninhabited and the possibility of contamination is remote. The 
presence of algae during the past few summers will lead to filtration as soon as 
finances permit. The capacity of the reservoir is 58 million gallons and the 
average daily consumption per caput is 70 gallons. Samples for bacteriological 
test are taken daily. 


Sewage Treatment 


Until 1937 all sewers discharged into the Red and Assiniboine Rivers. Due 
to increasingly low water and the consequent objectionable odours a modern 
sewage treatment plant was installed. The treatment is primary sedimentation 
employing separate sludge digestion, elutriation and vacuum filtration. Pro- 
vision is also made for secondary treatment when the necessity arises. 

The staff of the Winnipeg Health Department takes this opportunity to 
welcome all visitors attending the convention and to extend a hearty invitation 
to visit our department. We shall be pleased to show you any or all phases of 
our work in which you may be interested —M. S. Lougheed, B.A., M.D., C.M.,, 
B.Sc., D.P.H., Medical Health Officer. 





PUBLIC HEALTH ADMINISTRATION 


THE ANNUAL REPORT OF THE DEPART- 
MENT OF PuBLIC HEALTH AND 
REGISTRAR-GENERAL, PROVINCE 
OF SASKATCHEWAN, 1938 


HE Annual Report of the Depart- 

ment of Public Health and the 
Registrar-General for the Province of 
Saskatchewan is a comprehensive 
document. Included in it are reports 
on mental hospitals and Government- 
aided general hospitals as well as the 
reports of the Department of Public 
Health and the Registrar-General. 


The report of Government-aided 
hospitals gives a wide variety of in- 
formation concerning expenditures, 
personnel, bed capacity, hospital facili- 
ties, important causes of hospitaliza- 
tion, and operating costs and earnings, 
as well as days of care given during 
the year. In the section on legislation, 
attention is drawn to the Mutual 
Medical and Hospital Benefit Asso- 
ciation Act of 1938, which “provided 
for the formation and incorporation 


of voluntary groups for the purchase 


of medical, surgical and hospital 
service on a mutual benefit plan.” 


The report upon mental institutions 
contains a special table indicating the 
relationship between the mental dis- 
order in each fatal case and the cause 
of death. These data are interesting 
in view of the difficulties which 
present themselves in classifying all 
deaths in this group. 

In the report of the Division of 
Communicable Diseases are given 
some striking figures on trachoma. 
In 1838 there were 242 cases under 
treatment, exclusive of the Indian 
population. The total number of 
families affected was 124. In addition, 
68 cases from the Indian agency are 
recorded. These figures will help 
many who are unfamiliar with the 
importance of the trachoma problem 
to grasp its extent in certain parts of 
Canada. 

A total of 256 cases of diphtheria 
were reported during the year, three 
times the number in 1937. Forty- 
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seven cases of smallpox were reported, 
compared with three in 1937. Atten- 
tion is drawn to fifteen cases of 
encephalomyelitis reported during the 
year. These were widely scattered 
throughout the province. One patient 
died. Only two had been directly 
associated with sick horses. Ages of 
the cases varied from 18 to 66 years. 

Encephalomyelitis in horses first 
appeared in epidemic form in Saskat- 
chewan in 1935. In 1938 a total of 
52,500 cases with over 10,000 deaths 
occurred. The economic significance 
of this development is tremendous 
but the evidence of relationship 
between the disease in horses and 
that in humans places emphasis on 
the importance of encephalomyelitis 
as a real public health concern. 

The report of the Registrar-General 
has been developed with a view to 
serving as effectively as possible the 
needs of those who use such data, 
particularly those engaged in health 
work. Throughout the detailed tables 
are inserted selected tables presenting 
the experience of previous years for 
comparison. This provision is a good 
one although lack of discussion of the 
material is a limiting feature. The use 
of diagrams in the present report adds 
materially to its value for the health 
officer. 

Included in the Vital Statistics 
Report are tables of comparative 
death rates for each province, for all 
causes as well as for certain specified 
causes. This practice is also followed 
with infant and maternal mortality 
and stillbirths. Provided the influence 
of the difference in age constitution in 
the various provinces is appreciated 
by the readers, this plan is a good one. 
The use of special tables dealing with 
important topics of public health 
interest such as cancer, pneumonia, 
accidents, tuberculosis and_ infant 
mortality is very effective. These 
sections are illustrated by diagrams. 
Considerable space is saved by 
presenting only selected causes and 
cause-groups for the various munici- 
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palities. At the same time this serves 
to yield the maximum amount of 
useful information for the health 
officer. One of the most useful 
features of the report is table 94 
which presents in detail the number 
of deaths and the mortality rate per 
100,000 population for each cause 
and for all causes for the ten-year 
period 1929-1938. 

The function of the annual report 
of any health department depends 
upon what services are included 
within the scope of the department, 
but a review of the work done, dis- 
cussion and interpretation of any 
new developments or statistics pre- 
sented, and a financial statement are 
essential. The Saskatchewan report 
exceeds these objectives. The entire 
report is a mine of information. 


THE ANNUAL REPORT FOR 1939 OF 
THE DEPARTMENT OF HEALTH, 
City OF CALGARY 


THE publication of reports by local 
health departments is an important 
function. Such reports provide an 
opportunity for recording progress 
during the year, for discussing the 
health status of the community and 
for setting out plans for the future. 
Dr. W. H. Hill’s report for the City 
of Calgary meets these objectives. 
It presents a picture of the health 
highlights during the year and a 
comprehensive review of the activities 
of the several divisions of the health 
department. 


The plan of presentation employed 
is such as to encourage and to 
stimulate general interest because it 
attempts to translate and interpret 
facts recorded in the formal sections 
of the report. 


The statistical tables employed in 
the report are those recommended by 
the Canadian Public Health Associa- 
tion but the report goes much further 
than merely presenting these, in 
giving a summary and a brief dis- 
cussion of the principal health facts 
presented in such tables. 

In the section dealing with com- 
municable disease control, reference 
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is made to Calgary’s fine diphtheria- 
free record from 1933 to 1938. During 
1939, however, there were five cases 
and one death, and Dr. Hill stresses 
the fact that “‘too few are availing 
themselves of the opportunity to 
be immunized against diphtheria.” 
Separate reports dealing with quaran- 
tine and disinfection, sanitation, meat 
inspection, milk and dairy inspection, 
medical and dental services, infant 
and pre-school clinics and _ relief 
services follow the main report. 

A comparative financial statement 
indicates the distribution of expendi- 
tures for 1938 and 1939 and the per 
caput expenditures for the five years 
1935 to 1939. In 1936 the per caput 
expenditure was 70.8 cents and in 
1939, 75.4 cents. The inclusion of a 
table showing the distribution of 
personnel would be useful to the 
average reader. 

The method adopted by Dr. Hill 
in presenting the Divisional reports 
will be of interest to many medical 
health officers. The statistical infor- 
mation included in each is supple- 
mented by a brief statement designed 
to stress the nature of important 
points of practical public interest and 
to emphasize the full weight of the 
findings presented. 


A PROVINCE-WIDE ENROLMENT OF 
GRADUATE AND PRACTICAL NURSES 
Is LAUNCHED BY THE ONTARIO 

DEPARTMENT OF HEALTH 


RECOGNIZING the importance of 
preparedness for any possible emer- 
gency at home during war-time and 
the need for having information 
readily available as to all persons 
able and qualified to provide any 
nursing service in or about their own 
community at any time, the Ontario 
Department of Health on July 13th 
launched a province-wide nurse en- 
rolment scheme. 

This enrolment is designed to 
ascertain the number, location, quali- 
fications, experience, availability and 
preference for service of every one 
willing and able to give nursing 
assistance should this at any time 
become necessary throughout the 
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province. The enrolment will attempt 
to cover completely the whole field 
of nursing personnel. Men as well as 
women, and married as well as single 
women, are included. 


The following are the groups to be 
covered: all registered active graduate 
nurses regardless of their present occu- 
pation; all graduate nurses, whether 
registered or not, who are inactive, 
retired or otherwise occupied; all 
graduate nurses who are not regis- 
tered; all sisters of the religious orders 
employed in hospitals or elsewhere, 
and all practical or partially trained 
nurses. 


All public hospitals, homes for 
incurables, Red Cross Outpost hospi- 
tals, sanatoria and mental hospitals 
have expressed a desire to co-operate. 
These, together with private hospitals, 
are acting as local enrolment centres. 
Copies of the enrolment form have 
been supplied to each centre, to serve 
the needs of the centre itself and act 
as a source of supply for interested 
persons in the community. Persons 


distant from an enrolment centre may 


secure a copy of the form by writing 
direct to the Division of Nurse Regis- 
tration, Ontario Department of 
Health, Toronto. 

The enrolment will be closed on 
August 7th, which time should serve 
to provide ample opportunity for all 
persons with whom the enrolment is 
concerned. 


THE RESULTS OF RADIOTHERAPY IN 
THE TREATMENT OF CANCER OF 
THE CERVIX UTERI 

THE important health significance 
of cancer of the cervix uteri is reflected 
in the fact that ten per cent of cancer 
deaths among women are classed to 
this cause. Available data on the 
incidence and prevalence of this 
disease, limited though they are, tend 
to add further emphasis. This 
observation and the existence of many 
cancer centres in Canada well equip- 
ped and staffed to provide radio- 
therapy, make reference to two recent 
reports on the results achieved by 
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radiotherapy in the treatment of 
cancer of real practical interest. 

The first of these documents is the 
Annual Report on the Results of 
Radiotherapy in Cancer of the Uter- 
ine Cervix published by the Health 
Organisation of the League of Nations 
and edited by Dr. J. Heyman of 
Stockholm. This report presents in 
detail the results obtained in sixteen 
English and Continental radiotherapy 
centres. The composite findings 
reveal a five-year survival rate of 
27.6 per cent. The importance of 
early treatment is emphasized by the 
surviva! rates by stage of disease. 
These rates were as follows:—Stage 
I, 57.2 per cent; stage II, 37.6 per 
cent; stage III, 22 per cent; and 
stage IV, 5.5 per cent. Differences in 
survival rates by stage of disease are 
so marked that the proportion of 
patients falling into each stage in the 
group analyzed is very important. 
Of the 7,958 patients reviewed, 10.9 
per cent only were in stage I, 29.0 
per cent in stage II, 43 per cent in 
stage III, and 17.1 per cent in stage 
IV. 

The second report is that recently 
published as the Sixth Annual Report 
of the Ontario Institute of Radio- 
therapy of Toronto (1939). . The 
results obtained in the treatment of 
cancer of the cervix are based on a 
much smaller group of patients (170). 
The survival rate in stage I was 83 
per cent; in stage II, 42 per cent, and 
in stage III 18 per cent; there were 
no survivals in stage IV. The dis- 
tribution of the patients by stage 
corresponds fairly closely with that 
recorded by the League of Nations 
analysis: stage I, 11.8 per cent; stage 
II, 36.1 per cent; stage III, 34.6 per 
cent and stage IV, 17.5 per cent. 

These findings emphasize certain 
important essentials. They indicate, 
first of all, the degree of success which 
is being obtained in the treatment of 
cancer of the cervix by radiotherapy, 
and the particularly successful experi- 
ence recorded in Ontario in com- 
parison with certain European cen- 
tres. In the second place, the figures 
provide tangible evidence of the 
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importance of treatment in an early 
stage. Thus the proportion of five- 
year cures in stage I is twice that in 
stage II, and the proportion in stage 
II twice that in stage III. The 
obvious conclusion is that a con- 
siderable saving of life can be 
achieved if a greater proportion of 
persons can be brought under treat- 
ment in the early stages of the disease. 
While indication of any improvement 
in this particular respect is somewhat 
limited, there are in Ontario and 
elsewhere some encouraging signs of 
a tendency toward earlier diagnosis 
and earlier treatment. 


THE ANNUAL MEETING OF THE CANA- 
DIAN TUBERCULOSIS ASSOCIATION 


MARKING the fortieth anniversary 
of the establishing of the Canadian 
Tuberculosis Association, the annual 
meeting held in Montreal June 24th 
to 26th was a memorable one. 
Leaders in tuberculosis control from 
all parts of Canada were present. 
The program consisted largely of 
technical and clinical papers. The 
fundamental importance of public 
health education was not overlooked; 
in fact, particular attention to this 
aspect of the Association’s work was 
drawn not only in the address of Dr. 
John McEachern, the retiring presi- 
dent, and in the address of Dr. J. A. 
Couillard, former president, but by 
the choice of this subject for the 
luncheon address, which was given by 
Dr. George D. Porter, for many years 
secretary of the Association. Dr. 
Porter reviewed briefly the history of 
the Association, indicating how im- 
portant public health education had 
been in the organization's efforts. The 
Association took this opportunity to 
express to Dr. Porter their apprecia- 
tion of the great contribution which 
he made to tuberculosis control in 
Canada during his thirteen years of 
service as secretary. In making a 
presentation of a silver plate, Dr. 
Jabez Elliott expressed warm admira- 
tion of the leadership of Dr. Porter 
in all efforts for tuberculosis control, 
not only while he was acting as 
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secretary but in his subsequent field 
of service as Director of the Student 
Health Service in the University of 
Toronto. The Association’s annual 
Research Award was made to Dr. 
A. L. Paine of Manitoba Sanatorium; 
this award has a value of two hundred 
and fifty dollars. 


On the occasion of the annual 
dinner, Dr. W. J. Dobbie presented 
a detailed review of the Association’s 
forty years of service. The death 
rate from tuberculosis in Canada had 
been reduced from an estimated 200 
per 100,000 in 1900 to 54.7 per 
100,000 in 1938. This represented an 
estimated saving of 16,268 lives in 
1938 and, according to statisticians, 
effected a financial saving to Canada 
of more than $100,000,000. Tuber- 
culosis is still the greatest single cause 
of death between the ages of 15 and 
45. Dr. Dobbie urged the use of 
X-ray and tuberculin tests in groups 
of young adults. 

The meetings were followed by the 
sessions of the Mount Sinai summer 
school on tuberculosis, the program 
including visits to the Laurentian 
Sanatorium at Ste. Agathe and to 
Mount Sinai Sanatorium. 


The officers for the coming year are: 
president, Dr. J. A. Jarry, Medical 
Director of the Bruchesi Institute, 
Montreal; president-elect, Dr. J. H. 
Holbrook, Mountain Sanatorium, 
Hamilton; and vice-president, Dr. 
R. E. Wodehouse, Deputy Minister 
of Pensions and National Health, 
Ottawa. The following are members 
of the executive council: the Hon. 
G. M. Weir, M.D., Minister of 
Health for British Columbia, Victoria; 
the Hon. Henri Groulx, Minister of 
Health for Quebec; Dr. Duncan 
Graham, Toronto; Dr. Roland Des- 
meules, Quebec; and Dr. J. W. Cragg, 
Cornwa!l, Ont. Dr. G. J. Wherrett is 
executive secretary of the Association. 


RETIREMENT OF CAPTAIN FRANK S. 
S. DEGREY AS CHIEF SANITARY IN- 
SPECTOR FOR BRITISH COLUMBIA 


On April 30th, Captain Frank S. 
DeGrey retired as the Chief Sanitary 
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Inspector for British Columbia, after 
thirty-four years of continuous service 
with the Provincial Board of Health, 
in various capacities. 


It was in 1904 that Mr. DeGrey 
first joined the staff of the Depart- 
ment as Cannery Inspector. In the 
years that followed, he held a number 
of various positions with the Depart- 
ment, including among others that of 
Acting Secretary of the Provincial 
Board of Health. In 1917 he 
was appointed Chief Sanitary In- 
spector, which position he held con- 
tinuously until his retirement. His 
keen interest in the work, coupled 
with his tact and diplomacy, has 
been largely responsible for building 
up the friendly relationships which 
exist between the various industrial 
organizations and the Provincial 
Board of Health. 

Successor to Captain DeGrey is 
Mr. Reginald Bowering, a graduate 
of the University of Manitoba, with 
the degree of B.A.Sc. in Civil Engin- 
eering. Last year, he attended the 
University of Toronto where he took 


his M.A.Sc. in Sanitary Engineering 


at the School of Hygiene. Mr. 
Bowering commenced his duties as 
Public Health Engineer and Chief 
Sanitary Inspector for British Col- 
umbia on May Ist. 


A MOopeERN FILTRATION PLANT FOR 
KENTVILLE, N.S. 


THE town of Kentville, N.S., has 
been handicapped for some years by 
a water supply which, though ade- 
quate in quantity, was of poor appear- 
ance and very considerably contami- 
nated. The raw water contains much 
colour and sediment; and routine 
bacteriological analyses frequently 
showed heavy concentration of B. coli. 

In 1939 a modern filtration plant 
was built. The treatment consists of 
chemical coagulation (up to the pres- 
ent, alum alone is used), sedimenta- 
tion, filtration through rapid sand 
filters of the gravity type, adjustment 
of pH by means of lime, and finally 
chlorination. The Kentville water, 
as now supplied to the consumer, is in 
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appearance and taste the equal of any 
in the province. It is expected that 
bacteriological analyses will also show 
it to be one of the safest. 

Dr. B. S. Bishop is Medical Health 
Officer for the town and Mr. F. C. 
Wightman is Town Manager and 
Engineer. 


RADIO BROADCASTS SPONSORED BY 
THE DEPARTMENT OF PUBLIC 
HEALTH OF SASKATCHEWAN 


EARLY this year, the Department 
of Public Health of Saskatchewan, in 
co-operation with the Health League 
of Canada, undertook to present a 
series of weekly health talks over 
Radio Station CJRM from Regina. 
Interesting and instructive addresses 
were given each week by an official of 
the department. These broadcasts 
have been discontinued for the sum- 
mer months but will be resumed 
early in the fall. 

CLARESHOLM Muwnicipat HospIitTAt, 
ALBERTA 


THe new Claresholm Municipal 
Hospital, located at Claresholm, Al- 
berta, was officially opened by Dr. M. 
R. Bow, D.P.H., Deputy Minister of 
Health, on February 7th. This 
hospital, with accommodation for 
twenty-seven patients, provides mod- 
ern facilities for a population of 4,500 
persons located in an area comprising 
two Municipal Districts, two Local 
Improvement Districts, and two towns. 


APPOINTMENTS 


Dr. C. F. W. Hames, D.P.H., has 
been appointed District Medical Officer 
for Military District No. 12 with 
headquarters in Regina. He has been 
granted leave of absence from the De- 
partment of Public Health of Saskat- 
chewan. 

oO 


Dr. L. A. CLrarke, D.P.H., has been 
appointed Medical Officer of Peter- 
borough, Ontario, in the absence of 
Dr. G. Murray Fraser, who is on 
military service. 





ALFRED HANS WARING CAULFEILD, M.B., F.R.C.P.(C.) 


N May 2nd Dr. A. H. W. Caulfeild 

passedawayat his home in Toronto 
following an extended illness. 

Dr. Caulfeild was born in Eden, 
Ontario, on November 27, 1879, the 
son of Hans James Caulfeild and Jane 
Brasher. After graduating in medicine 
from the University of Toronto in 
1904, he served as assistant patholo- 
gist in the Toronto General Hospital 
from 1904 to 1908 and as pathologist 
for the National Sanatorium Asso- 
ciation from 1908 to 1911. On his 
return to Toronto, he engaged in 
practice, specializing in tuberculosis. 
At the same time, he continued his 
interest in the clinical laboratory 
field. A close friend of the late Dr. 
J. G. FitzGerald, he was early 
associated with him in research in- 
vestigations in tuberculosis. He was 
assistant in medical research in the 
University of Toronto from 1912 to 


1915, when he proceeded overseas. 
At the request of the Department of 
Militia and Defence, Dr. Caulfeild 
returned to Toronto in 1918 to under- 
take the preparation of gas gangrene 
antitoxin in the Connaught Labora- 
tories, being appointed research mem- 


ber in the Laboratories. In 1919 he 
was appointed consultant to the 
Department of National Health in 
connection with the tuberculosis prob- 
lems associated with returned soldiers. 
He was attached in a consultant 
capacity to Christie Street Military 
Hospital, Toronto, and served also as 
a member of the tuberculosis clinic 
in the Toronto General Hospital. 

His early investigations in the 
serology of tuberculosis led in 1910 
to the development of the inhibition 
test which now bears his name and 


which, with the complement fixation 
test, was the subject of investigation 
by him and his colleagues during the 
past twenty years. Using the oppor- 
tunity afforded through Christie 
Street Military Hospital for the 
observation of returned soldiers, Dr. 
Caulfeild conducted studies of great 
importance correlating the clinical, 
X-ray and serological findings. Studies 
by other observers have served to 
indicate that the inhibition test which 
he introduced, and his interpretation 
of the findings, may afford a valuable 
means in the early diagnosis of tuber- 
culosis among contacts. For many 
years, difficulties in technique render- 
ed the test unsatisfactory in the 
hands of other workers and it was 
gratifying to him that in recent years 
further investigations corroborated 
his findings. He was deeply inter- 
ested also in non-tuberculous pul- 
monary conditions and was an inter- 
national authority on problems of 
allergy. 

The extensive contributions which 
he made to medical literature reflect 
his keen clinical judgment and experi- 
ence and the zeal and enthusiasm of 
a born research worker. He was a 
Fellow of the American College of 
Physicians and of the Royal College 
of Physicians of Canada, and was an 
active participant in the work of the 
Academy of Medicine, Toronto, the 
Canadian Tuberculosis Association, 
the American Clinical and Climato- 
logical Association, the American 
Society for the Study of Asthma, the 
Association for the Study of Allergy, 
and the Society of Experimental 
Biologists. 
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SICKNESS AND ACCIDENTS AMONGST 
MUNITION WORKERS 


N an attempt to obtain an ade- 

quate idea of the effects of munition 
work on health, the Health of Muni- 
tion Workers Committee conducted 
a medical investigation in factories in 
various parts of the country. In this 
paper the author presents some of the 
findings of that committee. 


Large numbers of men aged 41 and 
upwards, and of boys aged 14-17, 
taken from eight munition factories 
were examined in 1916. Women and 
girls from eleven factories were ex- 
amined in December, 1915—July, 1916, 
and again from eight factories in the 
autumn of 1917. The great majority 
of the men and of the boys were 
found to be in good health and 
physical condition. Of the men, 31 


per cent were working 70 to 80 hours 
a week and 6 per cent were working 
80 to 100 hours; of the boys 74 per 
cent were working 60 to 70 hours and 


19 per cent 70 to 80 hours. In the 
heavy trades where the shift was 
more than eight hours the men were 
very tired at the end of the day's 
work. Among the women 58 per cent 
appeared to be ‘“‘healthy’”’ on each 
occasion. Most of the exhausted 
workers may have fallen out. It was 
found in the factories investigated 
that a third of those leaving gave 
“ill-health” as the cause. For the 
most part this was due to heavy 
industrial work combined with do- 
mestic duties, and in some cases, to 
mental anxiety. 


At three National Ordnance fac- 
tories studied by the committee, the 
hours of work ranged from 43 to 63% 
a week, and it was found that the 
time lost from sickness under the 
shortest hours was only about half 
that lost under the longest hours. 
Striking evidence of the temporary 
effects of over-fatigue on health was 
obtained at one fuse factory where, 
during a 12-hour-day period women 
were treated for faintness nine times 


more frequently than men, and were 
given a restorative twenty-three times 
more frequently, while during a sub- 
sequent 10-hour-day period, the 
medical cases among women were 
only about three times more numerous 
than those of the men. 


Further evidence of the effect of 
munition work on health may be 
obtained from the mortality records 
of the Registrar-General in England 
and Wales, which show that in 1918 
young women aged 15 to 24 had a 
50 per cent higher death rate from 
phthisis than in pre-war years. Many 
women of this age were employed in 
munition making. These records also 
show the hazard from tri-nitrotoluene 
used in filling shells. In the years 
1916-19 this explosive was responsible 
for 109 fatal cases of toxic jaundice. 

Information regarding 50,000 acci- 
dents treated at four munition fac- 
tories was analyzed by the committee. 
Data from the fuse factory showed 
that the women sustained almost 
three times more accidents of all 
types during the 12-hour-day period 
than during the subsequent 10-hour- 
day one. Other indications of fatigue 
were the rapid rate of increase of 
women’s accidents during the morn- 
ing and the fact that they were 30 
per cent more numerous in the after- 
noon though the men showed only a 
6 per cent increase. Change in 
environmental conditions affected 
accident frequency to some extent. 
At 67° accidents were at a minimum. 


While the author does not expect 
that the health of munition workers 
is likely to be so adversely affected 
during the present war as it was in 
the last, owing to the improvements 
in conditions due to the activity of 
the industrial welfare movement dur- 
ing the last twenty years, he never- 
theless maintains that only by follow- 
ing reasonable hours can workers 
maintain their health and efficiency 
at the highest standard. 


H. M. Vernon, Indust. Welfare, February 1940, 
p. 50. 
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SYPHILIS CASE-FINDING IN INDUSTRY 


SYPHILIS to-day presents a social 
and economic problem. Case-finding 
is of extreme importance and, as in 
tuberculosis, the problem of control 
and eradication is difficult owing to 
the fact that these diseases have their 
greatest incidence in the low income 
groups and among the uneducated. 
Statistics, however, are evidence that 
syphilis can be controlled. This is 
proved by the experience of Scandi- 
navia. 

The author emphasizes the im- 
portance of finding and treating 
(1) the early infectious cases, as 
proper treatment of such will prevent 
spread of the disease, and (2) the 
cases which have passed the infectious 
stage. The latter group is much 
larger. If not adequately treated, 
many of these may show the tragic 
and costly late manifestations of 
syphilis. 

As syphilis is a major hazard not 
only to health but to efficiency, 
syphilis control in industry is urgently 
needed. The United States Public 
Health Service recommends a co- 
operative program of case-finding, 
treatment and_ education. Data 
presented by the American Social 
Hygiene Society emphasize the im- 
portance of routine blood tests in 
connection with case-finding. 

The importance of treatment can- 
not be overestimated. By means of 
diagrams the author shows tragic 
results which have been brought 
about by neglect and by inadequate 
treatment. Of a series of 580 patients 
with syphilis, 328 were untreated; 
16.9 per cent of them developed 
neurosyphilis and 3.4 per cent de- 
veloped cardiovascular syphilis. In 
the same series, of 191 patients 
receiving less than standard treat- 
ment, 10.5 per cent contracted neuro- 
syphilis and 5.8 per cent contracted 
cardiovascular syphilis. Of the re- 
maining 61 patients, all receiving 
standard treatment, 1.6 per cent 
developed neurosyphilis and none had 
cardiovascular involvement. 

Albert E. Russell, J.A.M.A., 1940, 114: 1321. 
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SERIAL CHEST ROENTGENOGRAMS OF 
3179 OFFICE EMPLOYEES 


FORMERLY there was considerable 
uncertainty among roentgenologists 
and clinicians as to the significance 
of various shadows seen on chest 
roentgenograms. In an attempt to 
arrive at a clearer interpretation, a 
study was begun in 1926 at the Home 
Office of the Metropolitan Life Insur- 
ance Company in New York City and 
continued through 1938. The group 
of individuals studied was composed 
of 3,179 apparently healthy male and 
female Home Office clerical employees. 
It included both adolescents and 
adults. The first roentgenograms 
were made between 1926 and 1932, 
following which serial ones were 
made over a relatively long period of 
years in order to detect abnormal 
changes appearing in the lungs and 
to observe the course and result. 

The group was divided as follows: 
those whose first roentgenogram 
showed (1) an average healthy or 
negative chest, (2) an apparently 
healed primary complex and (3) a 
lesion requiring further study. The 
chief purpose in studying groups (1) 
and (2) was to watch for the develop- 
ment of 2 clinically significant pul- 
monary tuberculous lesion. After 
studying the results of the examina- 
tions the author concludes that 
employees whose first roentgenogram 
showed an average healthy or nega- 
tive chest, were not, during the 
decade, more likely to develop a 
clinically significant pulmonary tuber- 
culosis than those whose first roent- 
genogram showed a healed primary 
complex. There was no significant 
difference in the development rate. 

In group (3) various conditions and 
abnormalities were found, including 
bronchiectasis, pleurisy, pneumonia 
and spontaneous pneumothorax. As 
such conditions may be unrecognized 
by the usual clinical examination, the 
author contends that no examination 
of the lungs should be considered 
complete without a fluoroscopic or 
roentgenographic examination. 


H. H. Fellows, J. Indust. Hyg. & Toxicol., 1940, 
22: 157. 





